Request for an Amendment to a 81915(c) Home

CommunityBased Services Waiver

|. Request Information

A Th®t aotfd Massachusetts

requests appmewalmehor ta t

Medi cai d home -barsd dc svamwireicteyappawiviear iuthyd ea f
Soci al Security Act.

B. Wai vldrt(d pet 1) a n| Traumatic Brain Injury
C. CMS Wai ver: N| MAO0359 |
D. Amendment Number (Assigned by CMS I:l

E.1 Proposed Effective Date: | 7/1/2021 |
E.2 Approved Effective Date(CMS Use): | |

lI. Purpose(s) of Amendment

Purpose(s) of the Amendment Describe the purpose(s) of the amendment:

The purpose of this amendment is to address certain needs of the population served by this waiver
identified populationand systenwide during the COVIBL9 emergency, and that are anticipated to
continue beyond the public health emergency. This amendment:

- expands the scope of the existing waiver service, Specialized Medical Equipment, to cover assisti
technology devices that enable the individuagéigage in waiver services and service planning
remotely/via telehealtiif necessary

- expands the scope of the existing waiver service, Transitional Assistance, to cover assistive techr
devices that enable the individual to participate in planning their transition remotely/via telehealth if
necessy; and

- increases flexibility for assessments, service planning, and case management to occur remotely/\
telehealth by removing some references to sp
maintaining operational integrity.

The amendrant also contains changes to align with ldegn goals of expanding access to certain braif
injury-specific day services for waiver participants by adding a new provider type, updating the serv
definition of the existing waiver service, and adding mates.

The amendment also includiéne followingupdates:

- modifying performance measures to better align withassgurancesand

- updaing the Adult Companiomnd Individual Support and Community Habilitatiprovider
gualificationsto align with curent procurement processasd adding a new rate regulation for Individug
Support and Community Habilitation.

[1l. Nature of the Amendment



Component(s) of the Approved Waiver Affected by the Amendment.This amendment affects the
following component(s of the approved waiver. Revisions to the affected subsection(s) of these
component(s) arbeing submitted concurrent{gheck each that applies):

Componentof the Approved Waiver Subsection(s)

A | Waiver Application

A | Appendix Ai Waiver Administrationand Operation

x | Appendix Bi Participant Access and Eligibility B-6-f

x | Appendix Ci Participant Services C-1-a
C-1/C-3

X | Appendix Di Participant Centered Service Planning and Deliy D-2-a

A | Appendix Ei Participant Direction of Services

A | Appendix Fi Participant Rights

X | Appendix Gi Participant Safeguards G-3
G-c

x | Appendix! i FinancialAccountability I-2-a

A | AppendixJi CostNeutralityDemonstration




B. Nature of the Amendment. Indicate the nature of the changes to the waiver tleapeposed in the
amendmenfcheck each that applies):

Modify target group(s)

Modify Medicaid eligibility

Add/delete services

Revise service specifications

Revise provider qualifications

Increase/decrease number of participants

Revisecost neutrality demonstration

Add participardirection of services

Other (specify):

Revisions include technical updates to performance measures in Appendix G.

X1 > > X | X| >4 > >

V. Contact Person(s)

A. TheMedicaidagency representative with whom CMS should camicate regarding thsmendment
is:

First Name: | Amy

Last Name | Bernstein

Title: Director of HCBS Waiver Administration
Agency: MassHealth

Address 1: One Ashburton Place
Address 2: | 5" Floor

City Boston

State MA

Zip Code 02108

Telephone: | (617) 58-1751

E-mail Amy.Bernstein@mass.gov
Fax Number | (617) 5731894



mailto:Amy.Bernstein@mass.gov

B. If applicable, theoperatingagency representatiwgith whom CMS should communicate regarding this

amendmenis:

First Name: | Kathleen

Last Name Biebel

Title: DeputyCommissioner
Agency: Massachusetts Rehabilitation Commission
Address 1: | 600 Washington St
Address 2:

City Boston

State Massachusetts

Zip Code 02111

Telephone: | (617) 2043600

E-mail Kathleen.Biebel@mass.gov
Fax Number (617)727-1354

V. Authorizing Signature

This document, together with tlatachedevisions to theffected componentsf the waiver, constitutes the
State's requesb amendts approved waiver under 819t) of the Social Security Act. THetate affirms

that it will abide by all provisions of the waiver, including the provisions of this amendment when approved
by CMS The State further attests that it will continuously operate the waiver in accordahcehevi
assurances specified in Section V and the additional requirements specified in Section VI of the approved
waiver. The Stateertifies that additional proposed revisions to the waiver request will be submitted by the
Medicaidagency in the form of@ditional waiver amendments.

Signature: | Date: | |
State Medicaid Director or Designee

First Name: Daniel

Last Name Tsai

Title: Assistant Secretary and Director of MassHealth

Agency: Executive Office of Heéh and Human Services

Address 1: One Ashburton Place

Address 2: 11" Floor

City Boston

State MA

Zip Code 02108

Telephone: (617) 5731600

E-mail

Fax Number (617) 5731894



mailto:Kathleen.Biebel@mass.gov

F.

Level (s) ofThCaravai ver i's requegdt ecdo mimaseidy ewva i tvee |
services to individuals who, but for the provisi
of car e, the costs of which woul d be (rcéiemlku resaecdn
that applies)
A Hospisallect applicable | evel of care)
, |Hospital as defined in 42 CFR A440.10
I f applicable, specify whether the St 4
hospital l evel of care:
Chronic and Rehabilitation Hospital L g
, |Inpatient psychiatric facility for 1ind
440.160
Nursing(Batielctt mpplicable | evel of <care
., [INursing Facility as defined in 42 CFR
I f applicable, saédifiyowalkthelki mhes St i
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provided in 42 CFR A440.140
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G. Concurrent Operation

program (or programs) approved under the f ol
Select one:
s Not applicable

g Applicabl e

Check the applicable authority or authorities:

A |Services furnished unddn (tahe offr @ hies iAen
Appendi x |
A [waiver(s) authorized under A1915(b) of
Specify the A1915(b) waiver program af
has been submitted or previously appro
Specify tawet Adriltsi(ebg under wbhebktbaash
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A |AL9(bl) ((mandated en|(A [AL9LB3) ((employ
managed car e) to furnish addi
A [AMogB2 ((central bro|lA|A1915(b)(4) (s¢g
contracting/ |l im
providers)
A program operated under A1932(a) of t
Specify the nature of the State Plan b
has been submitted or previously appro
A programdaunderi A@¢915(i) of the Act.
A program authorized under A1915(j) of
A program authorized under A1115 of th
Specify the program:
H. Dual El'igibility for Medicaid and Medicare
Check if applicable:

X Thiwsai ver
Medi cai d.

provcedesf se

ndi vidual s who are

Whiwveei OeheropPrageams.oncurr e

| owi



2. BriefWaiveDescription

Brief Waiver Description. In one page or lessriefly describe the purpose of the waiver, including its
goals, objectives, organizational structureg(ethe roles of state, local and other entities), and service
delivery methods.

Goals and Objectives:
The Massachusetts Traumatic Brain Injury Waiver (TBI) program supports individuals with TBI who are at a
facility or chronic/rehabilitation hostail level of care to live in their homes or other community settings. This
program supports the choice of individuals with TBI to remain in the community and provides services that hg
to avoid or delay institutional placement.

Organizational Struate:

The Massachusetts Rehabilitation Commission (MRC), a state agency within the Executive Office of Health 4
Human Services, is the lead agency responsible fotaldgy operation of this waiver. The Executive Office of
Health and Human Services, tBingle State Medicaid Agency, through MassHealth, oversees MRC's operatiol]
the waiver.

Case Management and Service Delivery:

Case Management for the TBI Waiver is provided by staff of MRC. MRC is responsible for participant needs
assessment, serviceapldevelopment, and service authorization activities. Clinical determination of eligibility af
level of care redetermination is conducted by MRC clinicians.

TBI Waiver Services will be provided pursuant to an Individual Service Plan (ISP) that is delblged on perseon
centered principles with the Waiver participant. Individual waiver services will be authorized pursuant to the 19
delivered through qualified contracted direct service providers.




3. Components of the Waiver Request

The wappéeication consi sts dNfotlteth&B frnod dtowd en gc ccropripeotnes

A. Waiver AdministratApmemdigxe® éi @i ame administr a
structure of this waiver.

B. Participant Acc &p9P e abasdpxekcliifgiiebsi Itihtey.t arget group(
served in this waiver, the number of participan
the waiver is in effect, aeplpilgiicbaiblliet yMegdiifceaa gadptl el
and procedures for the evalwuation and reeval uat|

C.ParticipanitppSerdsipxeeiGsf i es t he Fame danwdhi vemmusreirtvy

r
r
t
f
r

furnished through the waiver, viinccelsudi ng applical

D. Parti€iemarred Service PlApmeindgxaddf iDed i veeypr oc
met hods that the State uses to deenatepedi mpl eime
(o care) .

E. Parti®Oipacti on &WheSehei Sésaate provides for part
AppendixecdE fies the participant direction oppor

supports that are available(86el pattonepants who

1 |Yes. whhiver provides particihhmmandiix eE tiid

, |[No. Thi s wai ver does not provide
Appendi x e uii g erdo t

F. ParticipaAppd&n gipeshk fi es how thaeanBsabé& theor msled
Hearing rights and other procedures to address |

G. Participant APpteddasdisi bes the safeguards that
assure the health ianidp awetlsf airne sopfe cwafiiveedr apraerats .

H. Quallimpr ov &me mttfepgpye ndd xntHa iQusal i heg | mpr ofvemenhi St
wai ver.

Il . Financial Accountdatsiclriitby.s thApep emedihxodls by whi ch
wai ver semrwsi ctehse, ienmntseugrr i ty of these payment s,
requirements concerning payments and federal fi

J.CoNteutrality DAmpeasatciomttihdm.s t he Statebs demons:i
coséeutral



4. Waiver(s) Requested

A.

Comparabhki Syate requests a waiver of the requi
Act in order to pr oVipge ntdlite@ tCearve crect setelte f wiede |

approved Medplcaan dt oStiandi vi dual s who: (&)edr Equi r e
and (b)) meet the tarfgeppengdoxpBcriteria specifief¢
.l ncome andf &esobobecdMedilnalilcyat deevhyet her the Stat
Al9O02(&X)Ig)X 11 1) of t he Act in order to use i
medi cal(yeheetdyone)

e Not Appli
1 N o
Yes

5

.Statewi tedesate whether the State requests a w

A19(0a2) (1) (ofelteiet Acnhe)
No
1 | Yes
I f yes, specify the waivéeéchetkseatbwidaeneappl hat

A [Geographic. Li Ai watven of statewideness
under this iwadiiwerduandlsy wthoo reside in th
subdivisions of the State.
Specify the areas t oanwlhi cahs ,talpied - vseibveesrfu |
wai ver by geographic area

Limited Implementation of Participant-Direction. A waiver of statewideness is requeste
order to makeparticipant direction of servicesas specified iPAppendix E available only tg
individuals who reside in the following geographic areas or political subdivisions of the
Paticipants who reside in these areas may elect to direct their services as provided by {
or receivecomparableservices through the service delivery methods that are in effect elsé]
in the State.

Specify the areas of the State affected by whivera n d as appldaoabl

of the waiver :by geographic area




5. Assurances

In accordZir&edviImdhe State provides the following

A. Heal t h & Twee fStraet: e eacsessusraeray dshaafteagne been taken to
and wel fare of persons receiving services under

1. As specApfpieendd iixnd@quate standards for al/l type:c
under this waiver;
2. Asseance that the standards of any State |I|ice
Appendairxe Gnet for services or for individuals
wai ver. The State assures ttatethkat rthgquisme
furnished; and,
3. Assurance that al | facilities subjectbawonedilo6l
wai ver services are provided comply with the
facilitiesAmmersgpiexi@Tied in

B. Financi al Accolme aBi hi eyassures financi al accou
and conrbmusneéd yservices and maintains and makes a
Human Services (incl uvedcitnogr tGeen e®@fafli)ge tdfe tClhoemplt m:
designees, appropriate financi al records docume
Met hods of financial Appendit=ability are specifi

C.EvaluationTlhd Qisetde t paobovides for an initial e
reeval uations, at |l east annually) of the need f
reasonabl e indication that an i ndi wiedumIntrmi goht |
but for the receipthasktdhemeviaonds comimemi thi s wa
evaluation arfd | reevearadoUsapefagipdeinaedd xi B

D. Choi Ad tefr nBhhe vetsat e taesrs uare sii schiheitdu anli ned t o be |
the 1| evel of care specadtfairegdetf ogrr otubpp psepvedtiiixf diile d a ni
i ndividual (or, |l egal representative, i f applic:
1.l nformed of any feasible alternatives under th
22.Given the choice of eitherbassdi watvemadsenvi o

AppemBsipxeci fies the procedures that the State en
feasible alternatives undferinéti twatiivemalanar gh om
based waiver services.

E. Average Per CapiThae Bxpémdiatssmueses t hat, for any
the average per capita expenditures unadge por w
capita expenditures that would have been made u
speci fied for this waiver hame utthreal waiyv eirs ndoetmo
Appendi x J

F. Actual Tot al: TExp ctgstteaue st hat the actual tot al
commubasgd waiver and other Medicaid services a
services provided to individuals under the waiyv
I0@ercent of the amount that would be incurred i
program for these individuals in the instituti ol

G.lnstitutionalizaThenStAbtse nlseWai & shret hwaati ,v ea , i ndi

the waiver would receive-ftumaedppmaespritate ohwape cec
care specified for this waiver.

H. RepornfTheg State assures that annual lgncietr nwinlgl tpg
i mpact of the waiver on the type, amount and co



and on the health and welfare of waiver partici
coll ection plan designed by CMS.

. Haoilitati.on TBRre v Bt astreevaoscsaurieosn atthatedpcati onal ,
services, or a combpnavasepdabi tiheastei creryvérceis¢ces
(1) not otherwi se avaial abolcealt oe dtuhcea tii rodhiavd i daugaeln cty
with Disabillimpireosfddnet@®BEA) or the Rehabilitat
(2) furnished as part of expanded habilitation

.Services for I ndi vi duanlesSwiet Ifs G@bhreo®sai thaentaderd
participatnobne (cHFaPi)mewdi liln expenditures for wai Vve
t o, day treat ment or parti al hospitalization, |
provi ded as honrbeasaendd sceornvmucneist yt o i ndi vi dual s wi't
indi vidual s, in the absence of a waiver, woul d
65 and ol der and the StlatMedhasaimotbeinedliwded ttelde
or (3) aade uhbitere aStdat e has not included t he C
i ATCFR440..160



6. Additional Requirements

Note: Item 61 must be completed.

A.

Service Plnanactchor4d2anCERWA441. 30 ic(ebn)t(elr)e(di )s,eravipeer

care) is developed for each par Appiepanix Amp lway iv
services are furnished pursuant t o hteh ewasi evrewri cseer
that are furnished to theapheéei typanthfatpméeehdpr
each service and (b) the other services (regard]|
i nformal sompbementt hewdai wcer services in meeting
service plan is subject to the approval of the
not c¢laimed for waiver services ifcuea nglsechredorprfi om
that are not included in the service plan.

I npatilemtasccordance with 42 CFR A441.301(b) (1)
individualpatwreantarefim hospit.®l, nursing facild.i
Room aonadc dB I n accordance with 42 CFR A441.310(a
room and board except when: (a) provided as par:
that is not a private residemiceamd f{dddct mamenha

attributed to an unrelated caregiver who reside
i Appendi x |

.Access t ol hedraiMaecse snot | i mi t aocrc ersess ttroi cwaigyadrrt asceirf

proviAppemnai x C

.Free ChoicelonofaPcoviddace Wit had4dpa€CFRcApaADt may

and qualified provider to furnish waiver servi
received Rkipmirovaloeproouvnibdeerr s under the provisior
provbosi bhe Act.

FFP Limitaltnoamccordance with 42 CFR A433 Subpar
anot heprartthyi r(de. g., anot hemr tohhihred padtey athealrt Istiat
|l iable and responsi bl e for t KPP algpmaywotbe claimeddond p a
services that are available without chargeasffree care to the community. Services will not be
consideed to be without charge, or free care, when (1) the provider establishes a fee schedule for each
service available and (2) collects insurance information from all those served (Medicaid, and non
Medicaid), and bills other legally liable third party inssteflternatively, if a provider certifies that a

particular legally liable third party insurer does not pay for the service(s), the provider may not
generate further bills for that insurer for that annual period.

.Fair HeBhhe n§tat e pproorvtiudneist yt hteo orpe qu e4s2CF R4 IKai r F

Subpart E, to individual s: (a) who -bBrsedotwaigv &
services as an alternative to institutional | ev
service(s) oft hgphewisdertodi cteh ead rr choi ce; or (c)

suspended, red lAect nabripxetcdirfmiensattehde St at ebs proced
the opportunity to, riemeculewsdtidmanp gfpaniort i Hearoifngacti o
42 CFR21A%.31

. Quallimpyr ovelmeentSt ate operates a for mal, comprehe
meets the assurances and other requirements <co
prcess of di scovery, remediation and i mprovemen
participants by monitoring: (a) | evel of care d
(c) provideyry(dguapart icaitp aimftsartee al (teh) afnidnawme i al

administrative oversight of the waiver. The St af
di scovery processes are addressed in an appropr



and noaft utrhee pr obl em. During the period that t he
Quall impy o vS®tnreantt e g yt hsrpoeucgi hfoiuetd t hieA pappepnidiicxatH on and

Publ i cDkespui be hsoenc yinhded iSa ait rep uotp menntto otfh et hdee vweali v

The Massachusetts Executive Office of Health and Human Services (EOHHS) heletidng [Biblic commen
period from November 30, 2018January 11, 2019. EOHHS outreached broadly to the public and to
interested stakeholders to soliciput on the renewal application for this waiver. The waiver renewal
application was posted to MassHealt hds websit
including: The Boston Globe, The Worcester Telegram and Gazette, and The SpriRgfialalican. In
addition, emails were sent to several hundred recipients including key advocacy organizations and the
American tribal contacts. The newspaper notices and email provided the link to the MassHealth webp3
which the draft renewal g@fication, dates for the public comment period, and, for anyone wishing to seng
comments, both email and mailing addresses were posted. EOHHS received oral comments at a publil
listening session as well as written comments through email from 3 indivahuwlsrganizations on the
proposed renewal application. Commenters included advocacy organizations and other stakeholders.
also facilitated a discussion about the waiver renewal at the December 20MFRBIBI Stakeholder
Advisory Committee Meetingral responded to questions from stakeholders at this meeting.

The comments received addressed several aspects of the renewal application, including: services and
slot capacity, the perserentered planning process, and quality and oversigher&8exomments addressed
services, including expansion of certain existing waiver services and access to waiver-amai/aoservices
as part of the persesentered planning process. Commenters recommended the state consider increasi
waiver slot capacit . Several commenters expressed suppor
commitment to persepentered planning and waiver quality and oversight.

EOHHS reviewed all comments and determined that changes to the waiver application wereneal requi
EOHHS will continue to offer clarification about access to both waiver andvadrer services for waiver
participants through the persgoentered planning process. EOHHS continues to monitor at the participan
provider, and systems levels to enspagticipants have access to needed services. Additionally, EOHHS
taken the recommendation to increase slot capacity under advisement and, if needed during the waive
cycle, will amend the waiver to increase capacity.

EOHHS also outreached tacdhcommunicated with the Tribal governments about the Traumatic Brain Inj
renewal application during the regularly scheduled Tribal consultation quarterly meetings on August 9,
and November 15, 2018. These meetings allow for direct discussioi riith government contacts about t
HCBS waivers. The Tribal governments did not offer any comments or advice on the waiver renewal
application.

Notice to Tribal TGBeveStnameentadssures that Pt has
recoghriizkedal Ga vhewwran mearatpsni mary office and/ or majo
State of the Stateds intent to submit a Medicai
days before the antiscippatvigddeessiuddayi sEX edBtdidEee Or d
Novenbh2eOr0 0O Evi dence of the applicable notice is

Limited EngtRerhsdPrsdheciS¢émte assures that it pro
services by Rrofitipeidesrcmg | i shaccordance with: (a)
13166 of August 11, 2000 (65 FR 50121) and (b
iGui dance to Feder al Financial AssistancoenaReci p
Origin Discrimination Affecting Li sNutgeuds tE n8g,| i2s0h0
AppendiescB i bes how the State assures meaningf ul
Proftpeirsmns.



7. Contact Person(s)

A.

TheMedicaidagency representative with whom CMS should communicate regarding the waiver is:
Last Name: Bernstein

First Name Amy

Title: Directorof HCBS Waiver Administration
Agency: MassHealth

Address: One Ashburton Place

Address 2: 5" Floor

City: Bodon

State MA

Zip: 02108

Phone: (617) 5731751 Ext: A |TTY
Fax: (617) 5731894

E-mail: Amy.Bernstein@state.ma.us

If applicable, the Stateperating agency representative with whom CMS should comitate
regarding the waiver is:

Last Name: Biebel

First Name Kathleen

Title: Deputy Commissioner

Agency: Massachusetts Rehabilitation Commission
Address: 600 Washington St

Address 2

City: Boston

State Massachusetts

Zip : 02111

Phone (617) 2043600 Ext: A |TTY
Fax: (617) 7271354

E-mail: Kathleen.Biebel@mass.gov



mailto:Amy.Bernstein@state.ma.us

8. Authorizing Signature

This document, together with Appendices A through J, constitutes the State's fequestaiver under
81915(c) of the Social Security Act. The Stateuass that all materials referenced in this waiver application
(including standards, licensure and certification requirementsyeadily available in print or electronic
form upon requestto CMS through the Medicaiggency or, if applicable, from the oping agency
specified in Appendix A. Any proposed changes to the waiver will be submitted by the Medjeaay to
CMS in the form of waiver amendments.

Upon approval by CMS, the waiver application serves as the State's authority to provide home and
community-based waiver services to the specified target groups. The State attests that it will abide by all
provisions of theapprovedwaiver and will continuously operate the waiver in accordance with the
assurances specified in Sectmand the additionalequirements specified in Sectiérof the request.

Signature: Submission
Date:

State Medicaid Director or Designee

Note: The Signature and Submission Date fields will be automatically completed when the State
Medicaid Director submits the application.

Last Name: Tsai

First Name Daniel

Title: Assistant Secretary and Director of MassHealth
Agency: Executive Office of Health and Human Services
Address: One Ashburton Place

Address 2: 11th Floor

City: Boston

State MA

Zip: 02108

Phone (617) 5731600 Ext: A |TTY
Fax: (617) 5731894

E-mail: Daniel. Tsai@state.ma.us




Attachment #1: Transition Plan
Check the box next to any of the following changes from the current approved waiver. Check all boxes that
apply.
3 Replacing armpproved waiver with this waiver.
3 Combining waivers.
3 Splitting one waiver into two waivers.
3 Eliminating a service.
5 Adding or decreasing an individual cost limit pertaining to eligibility.
3 Adding or decreasing limits to a service or a setavfices, as specified in Appendix C.
% Reducing the unduplicated count of participants (Factor C).
3 Adding new, or decreasing, a limitation on the number of participants served at any point in time.

3 Making any changes that could result in somei@pénts losing eligibility or being transferred to
another waiver under 1915(c) or another Medicaid authority.

3 Making any changes that could result in reduced services to participants.

Specify the transition plafor the waiver
N/A

State: Attachments to Applicatiort

Effective Date




Attachment #2: Home and Community-Based Settings Waiver Transition Plan

Specify the state's process to bring this waiver into compliance with federal home and community
based (HCB) settings requirements at 42 CFR 441.301{®&)4and associated CMS guidance.

Conalt with CMS for instructions before completing this item. This field describes the status of a
transition process at the point in time of submission. Relevant information in the planning phase
will differ from information required to describe attainmehialestones.

To the extent that the state has submitted a statewide HCB settings transition plan to CMS, the
description in this field may reference that statewide plan. The narrative in this field must include
enough information to demonstrate thasthiaiver complies with federal HCB settings

requirements, including the compliance and transition requirements at 42 CFR 441.301(c)(6), and
that this submission is consistent with the portions of the statewide HCB settings transition plan that
are germaneo this waiver. Quote or summarize germane portions of the statewide HCB settings
transition plan as required.

Note that Appendix -G HCB Settingslescribes settings that do not require transition; the settings
listed there meet federal HCB setting requients as of the date of submission. Do not duplicate
that information here.

Update this field and Appendix&when submitting a renewal or amendment to this waiver for
other purposes. It is not necessary for the state to amend the waiver soleb parpbse of

updating this field and Appendix% At the end of the state's HCB settings transition process for
this waiver, when all waiver settings meet federal HCB setting requirements, enter "Completed” in
this field, and include in Section®the iformation on all HCB settings in the waiver.

The state assures that this waiver amendment or renewal will be subject to any provisions or requirements in
the state's most recent and/or approved home and comrbasitd settings Statewide TraiwsitPlan. The state will
implement any CMCS required changes by the end of the transition period as outlined in the home and comn
based settings Statewide Transition Plan.

State: Attachments to Applicatior2

Effective Date




Additional Needed Information (Optional)

Provide additional needed infortiean for the waiver (optional):

State:

Attachments to Applicatior8

Effective Date




Appendix A: Waiver Administration and Operation
HCBS Waiver Application Version 3.5

Appendix A: Waav Administration and Operatior

1. State Line of Aut hor iStpye cfidry Waiev esrt a@pee rlatnieo no.f al
t he wasievleetct one)

, |The waiver is operated by the St ady ddMewii
that has |l ine authority f creltelcd owmeer at i d
1 |The Medi cal Asspsd csiufay
nam®not compl ete
It e-®) A

Anot her dwvithenbuaié Medi cai i r agMadigc

Assistance SpPp e ic i f| The Massachusetts Rehabilitation Guission.
di vi sinameuni t While MRC is organized under EOHHS & subject

; ; to its oversight authority, it is a separate agency
I 2 Id Z r ! tnhcel u udn?bsr e ? CII established by & subject to its own enabling

identified as ¢t he osaton
AgenCygmpl et2a)tem
1 |The waiver ias sepear atted algyency of t he ©6h
Medi cai dSpaegceinfcyy .t he di vi si on/ unit name:

In accordance with 42 CFR A431.10, the
the administration and supervision of tH
to the waiver. The interagency agreemen
authority and arrangements for thisteold
upon rE€pugpdtetBb) tem A

2.0versight of Performance.

aMagdicairegctODorr si ght of WHemr f o hmaniae ver i s Oper af
Division/ Uni't within t.h@&heSt at ke Medi caianiof  emey
di vision/ administration within the umbdelAganayge
Specitthfeu(h@)p eoher meddi vbiys itona/ta(dimien.i,sttrhag i Denvel op mer
Admi ni sirtaentiinon he Si ngl e (3t)atodh eveedit c auitd | Agerdc yt o
and responsi bivleirt ioepse m(det)hadtngk ttheoo dwait hat are empl c
St ate Mediedqtcaniods o me i rhsetaadn coefs , unmblirael t he ageacyg) ght
acti.wvities

The Executive Office of Health and Human Services (EOHHS) is the stag¢eagyency for administration of
the Medicaid program in Massachusetts. MassHealth, the medical assistance unit within EOHHS, overs
administration and dako-day operation of the TBI Waiver by the Massachusetts Rehabilitation Commissiq
(MRC), a shte agency within EOHHS. The State Medicaid Director has ultimate oversight authority over
operational activities.

(a) MassHealth and MRC have entered into an Interagency Service Agreement (ISA) that outlines the
responsibilities of the parties. MR6 s r esponsibilities include:
- all case management functions,

State: Appendix A:1

Effective Date
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- Level of Care determinations and redeterminations,

- the service needs assessment process,

- service plan development and service authorization activities,

- contracting with and reimbursingaiver service providers,

- working with contractors to provide any necessary training,

- ongoing verification and monitoring of provider qualifications and performance, respectively,

- collecting, aggregating, and submitting to MassHealth waiver quigity related to the six Quality Assurand
areas, as well as information on waiver enroll

(b) MassHealth and MRC have entered into an Interagency Services Agreement to document the respo
for performing and reporting on waiver operational activities.

(c) MassHealth oversees MRC in its operation of and reporting on the TBI Waiver as follows:

- Regular oversight meetings. Staff of the MassHealth HCBS Waiver Unit meets with MRC staff ohat leg
monthly basis to review waiver operations, discuss quality goals and measurement, and identify needs f
policy or program changes to ensure appropriat
stateds pol i datioms , rules, and regu

- Enrollment and expenditure reporting. The Commonwealth is required to report enrolliment and expend
data for the Waiver to CMS through the submission of EM3 reports. MassHealth coordinates this activity
with MRC as well as with EOHHS dgtdrom Information Technology/Data Warehouse, Budget and Revenl
ensure appropriate coding for claims and enrollee identification are used and reports are accurate. Repd
used for monitoring as well as federal reporting.

- Regulations and policynplementation. MassHealth regulations at 130 CMR 519.007(F) describe eligibil
the Waiver. The MassHealth Operations unit (MHO) ensures that the eligibility syster@{M#as logic and
coding to properly determine eligibility for the Waiver prograsnwell as procedures for accepting clinical
determinations and processing financial information for eligibility determinations.

The Medicaid Director reviews and signs off on all waiver applications, amendments, and waiver reportd
CMS.

b. Me didc aAigency Oversight of OpaéMhaetni nd eAgvean cvye rP

operated by t hes pMecdifcyai tdheagfemmagt i ons t hat ar e
memorandum of wunderstanding (MOU) or ot ldr rwmwi tetv
and update fogethhy methmeésatt hat the Medicaid a
operating agency performs its assigned waiver 0]
with waiver. Arleaquisrpeénteienityse hbg of Medi caid agency
agency performance

3. Use of ContraSpgedi fBntwhae tetser contracted entitie
admini strative functions aadr/ be henlgb paegfeantriye ) Mdldli e
(sl ect one)

State:

Appendix A:2
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YesContracted entities perform waiver q

behal f of the Medicaid agency &rmpdk/cdrf yop
contracted entirtiibes tared fhumice fi loghosrd @ Isheat teb
andé6.A

. NoContracted entities do not perform ws
on behalf of the Medicaid agency and/ or
State: Appendix A:3

Effective Date
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4, Rol e oefal LRegiSamale MNmnn ltnides at e whet hesrt aleca&lnt ot
perform waiver operational amdesaidfimy ni se(BEalypee of
0 n)e

s Not applicable

1 Applicable - Local/regional norstateagencies perform waiver operational and
administrative function€Check each that applies:

AlLocal/ Regstomtaéd mwhlhiciomdageéen wiag srer oper §
functions at t he | ocal oirntree qqigemary
memorandum of bedwewesnhankdénihMedi caid age
(when authorized by the Medicaiadtagage
forth the responsibilities andnpbkrfadh
i nteragency agreement or memorandum of
agency or the operatbBpgciafgenthe (Dt @amp
compl et® aweema A

p>2

LodaRegial gpnepemmal-stradre eobnhdtces waiver
administrative functions at t b at bl emtcvael e
Medi caid agency and/ or the operating a
each locadmtaegeormalti hy t hat sets fort
reqguirements of t he clomd a la/arddeg i) owmtail ¢ he n
conduct wai ver operatitomalCM$ un e otinhornose g
Medi cai dragdmemcyperati ng Spgegendy tihfe apf
and compl-Btermidt Ams A

5 Responsibility for Ass@oemsimeadt edo calred/Rerg-Btanak N©bO
Enti Sipecsi tyatteheageagwasponsi bl e for asseosngirmg ttelde
and/ or | oncoasit/arteegiianuiredtimiga s w per ati onal and admini st

6. AssessmentanblefFhedsesccy be t haer endudoheads setsfsa tt han e o
contract éedcaln/diepgt anal entities t o ensur e t hat
operational and administrative functiAdmso ismpeadd:
frequently t kte ng e rafcd romtaard ol & eenyfii sotnealent i:ti es i s ass

State: Appendix A:4

Effective Date
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7. Distribution of Waiver OperatilmmnalheandolAdomiimigsttr
the entity or entities that have responsibilit
amhi ni stratl vedltanlkteaony :t hat applies

I n accordance with 42 CFR A431.10, whad nu ntcti @ oMe d ii
supervises the performance of the functioen and
funcAl lonfunctions not performed directly by the
monitored by th&oMedi cMod eAddrmanny.one box may be
Medicaid istbtlkekecSkaedyl wheSeatygy Meéidi canduédgs the f
supervises the; dehdfbated3fFursctiadbh i shes and/or a
function.

Other State Local
_ Medicaid Operating Contracted | Non-State
Function Agency Agency Entity Entity
Partcipant waiver enroliment X A A A
\_Na}lver enrollment managed against approve X A A A
limits
Waiver expenditures managed against appro X i i A
levels
Level of care evaluation X A A A
Review ofParticipant service plans X A A A
Prior authorization bwaiver services X A A A
Utilization management X A A A
Qualified provider enrollment X A A A
Execution ofMedicaid provider agreements X A A A
Establishment of a statewide rate methodolog X A A A
Rules, policies, procedures and information x
: . X A A A

develgpment governing the waiver program
Quality assurance and quality improvement X A A A
activities

State: Appendix A:5

Effective Date
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Quality Improvement: Administrative Authority of the Single State Medicaid
Agency

As a distinct ¢ omp dmpovemensirategy, brevideSnfoartatodis q u a l
the following fields to detail t he Statebs
a. Methods for Discovery: Administrative Authority

The Medicaid Agency retains ultimat@dministrativeauthority and responsibility for the
operation of thewaiver program by exercising oversight of the performance of waiver
functions by other state and local/regional nestate agencies (if appropriate) and
contracted entities.

i Performance Measures

For each performance measure the Statédlwse to assess compliance with the statutory
assurance complete the followin§erformance measures for administrative authority
should not duplicate measures found in other appendices of the waiver application. As
necessary and applicable, performanceasures should focus on:
1 Uniformity of development/execution of provider agreements throughout all
geographic areas covered by the waiver
1 Equitable distribution of waiver openings in all geographic areas covered by the
waiver
1 Compliance with HCB settingsequirements and othenewregulatory
components (for waiver actions submitted on or after March 17, 2014).
Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable
the Stde to analyze and assess progress toward the performance measure. In this section
provide information on the method by which each source of data is analyzed
statistically/deductively or inductively, how themes are identified or conclusions drawn, and
howrecommendations are formulated, where appropriate.

Performance AA3. MassHealth and MRC work collaboratively to improve quality of services
Measure: through the submission and review of annual quality management (QM) reports: thq
Mortality Report, Residential Monitoring tool, participant feedback results, Incident
Report Summary, and LOC ReAssessments Report. Numerator: Number of QM
reports submitted timely to MassHealth for review. Denominator: Number of

reports due.
Data Source(Select one) (Severaptions are listed in the aline application):
Il f 60Otherdé is selected, specify:

MRC Management Reports

Responsible Party for | Frequency ofdata Samplng Approach
data collection/generation | (check each that
collection/generation | (check each that applies)
(check each that applies)

State: Appendix A:6

Effective Date
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applies)

X State Medicaid Agency

A Weekly

X 100% Review

A Operating Agency A Monthly A Less than 100% Revie

A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =

A Other X Annually

Specify:

A Continuously and
Ongoing

A Stratified:
Describe Group

A Other
Specify:

A OtherSpecify:

.

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(chedk each that
applies

Frequency of data
aggregation and
analysis:

(check each that
applies

X State Medicaid Agency A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other X Annually
Specify:
A Continuously and
Ongoing
A Other
Fecify:

Add another Performance measure (button to prompt another performance measure)

il If applicable, in the textbox below provide any necessary additional information on the
strategies employed by the State to discover/identify problems/issiivn the waiver
program, including frequency and parties responsible.

Managers

with a ratin

g of

AAL. Participants are supported by competent and qualified Case Managers. Numerator: Number of Cas
Afmeet s
evaluations. Denominator: Number of Case Managers due for performance evaluation.

e X mperformantei on s 0

State:

Effective Date
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b. Methods for Remediation/Fixing Individual Problems

i Describe the Stateds met hod for addressing
Include irformation regarding responsible parties aGiENERALmMethods for problem
correction. In addition, provide information on the methods used by the State to document
these items.

il Remediation Data Aggregation

Remediationrelated | Responsible Partycheck Frequency of data

Data Aggregation | each that applies) aggregation and
and Analysis analysis:
(including trend (check each that
identification) applies)
A State Medicaid Agency | A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other A Annually
Specify:
A Continuously and
Ongoing
A Other
Specify:

C. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place,
provide timelines to design methods for discovery and remediatiaed to the assurance
of Administrative Authority that are currently naperational.

1 No
1 Yes

Please provide a detailed strategy for assuring Administrative Authority, the specific
timeline for implementing identified strategies, and the pantesponsible for its operation.

State: Appendix A:8
Effective Date
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Appendix B: Participant Access and Eligibility

Appendix BL: Specification of the Waiver Target Group(s)

a. Target Gr JnmgEes) the waiver of Section 1902(a)(1c
services to a group loaccaubdamaug swiotfh i/0di OFRuUA4 41
wai ver target group, check each subgroup in the
the waiver, and specify the minimum and maxi mum

SELECT MAXIMUM AGE
ONE MAXIMUM AGE
WAIVER
TARGET LIMIT: THROUGH | No MAXIMUM
GROUP TARGET GROUH'SUBGROUP MINIMUM AGE AGEI AGELIMIT
A Aged or Disabled, or Both- General

A | Aged (age 65 and older) A
A | Disabled (Physical)
A | Disabled (Other)
X Aged or Disabled, or Both- Specific Recognized Subgroups
X Brain Injury 18 X
A | HIviAIDS A
A | Medically Fragile A
A | Technology Dependent A
A Intellectual Disability or Developmental Disability, or Both
A | Autism A
A | DevelopmentaDisability A
A | Mental Retardation A
A Mental lliness (check each that applies)
A | Mental lliness A
A Serious Emotional Disturbance _

b. Additional Criteria. The State further specifies its target group(s) as follows:

When used anywheiie this waiver, traumatic brain injury or TBI refers to brain damage resulting from: a 4
blow to the head; a penetrating head injury; crush injury resulting in compression to the brain; severe wt
causing internal damage to the brain; or headyrgecondary to an explosion. Brain damage secondary to
neurological insults (e.g. infection of the brain, stroke, anoxia, brain tumor, Alzheimers Disease and simi
neurondegenerative diseases) is not considered to be a traumatic brain injury.

c. Transition of Individual s AffWikerdt bbgr eMaixs ma mma
| i mihtat appldidvusal so who may be served in the waiyv
procetdhuatesare undepbakeni paintbghamhfeealfgeectl iomd)

, | Not applicableThere is no maximum age limit
11The following transi

tion planning proced

wai ver 6 s ma x.Sreucnm fayg e

i mi t

State:

Effective Date
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State:
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Appendix E: Individual Cost Litn

a. Individual T@Gest olLil mwi ng individual cost | imit ar
home and -bammdnbseyvices or entrance to t(helwaitve
oned)) ease note that OME Stadievimhyalhaw@stonll iymi t
eligibility for the waiver

5

No Cost LiTmet State does notDaprmpdty kbeamidBed
It e m2-cB

Cost Li mit in ExcessThef Slkdauwietsu teindmaln c@
ot herwise eligible individual when the
commubasgd services furnished to that i
speci fied dmatnt Aemowait vepecldmmplidetheg-b B a 2.9
The | imit spec(iddaleaictbyorné)e State is

1 1% Al evel hi gher than 100% of the ins
Specify the percentage:

1 1Ot h(esrpeci fy)

I nstitutiiomiattPuCoessutant to 42 CFR 441.301
wai ver to any otherwise eligible |nd|V|
home and -basmmdniseyvices furnished tothée

(
d
8
of the | evel of caCemppemBbiBad2def 8r t he W

Cost Li mit Lower Than ThnestSttaittd omefl u sCeoss
otherwise qualified individualhevhemnstt he
commubasgd services furnished to that i
speci fied by the State that is | ess Sbheaenq

the basis of t he thiami limithsesuffioent todassarg theeheailtrd e
welfareof waiver participants.C o mp It eetnmeg-b Ba R2ec. B

The cost | imit s(pseeclieficitedorbey) the State is

1 |The foll owing
Specify dollar amount:

The doldfagelaeamotu one)

1 1Il's adjusted each year t hat the waiyv
formul a:

Specify the formula:

1 IMay be adjusted during the period th
wai ver amendmentt ttcheCMS Itloaradajmiosunt .

State:

Appendix B2: 1

Effective Date

for



1 1The following percentage that [
average:
1 |0t her:
Speci fy:
b. Met hod of | mpt bene h b dtowst d uLWlineint .an i ndi vi dual cost
i it em2aB, <gpeachief procedures that are followed to d
the individual 6s health and welfare can be assur

c.ParticipantWibarf etghuear fitsat e speci fitegsn2-ananhdediev ii du &
change in the partici pama-edtst rcaonncdei ttitahrattloer ewduii vt aers
provisioni mfar dahnmotec sisheeedst | imit in order to a
and wel f arheas tehsettadel d fsehl | owi ng safeguards to avo
partichepaktedgch :that applies

AlThe participant is referred to another w
A|Additional services in emaesleoduther i na
Specify the procedures for authorizing
aut horized:
A | Other safeguard(s)
(Specify)
State: Appendix B2: 2
Effective Date




Appendix B3: Number of Individuals Served

a. Unduplicated NumbeTheff Plalrawicngpanabl e specifies
unduplicated participants who are served in each
a waiver amendment to CMS to modify the mnhwommber
when a modification is nececemathWedueetfideh agimblea
unduplicated participants specinfeiuad al nt yt htc al ctual
Apperddi x

Table: B-3-a
Unduplicated
Waiver Year Number

of Participants
Year 1 100
Year 2 100
Year 3 100
Year 4 (only appears if applicable 100
based on Item-T)
Year 5 (only appears if applicable 100
based on Item-T)

b. Limitation on the Number of Partiici gansbs @ethed
unduplicated number of -parttile pnhatse smaygifi aidt i n
number of participants who wil/ be Isediwehacttehte r a n
the State | i mittiscitphaen tns( shénk etcht fso paea)y :

. The State does not i mit the number of
during a waiver year.

1 | The State | imits the number of particip
wai ver year.

The | imit that applies to each year of the waiver

Table B-3-b
Maximum Number of
Waiver Year Participants Served At Any
Point During the Year
Year 1
Year 2
Year 3
Year 4 (only appears if applicable basen Item 1C)
Year 5 (only appears if applicable based on Iter@)1
State: Appendix B3: 1
Effective Date




c. Reserved Wai vidhre Gama i tma.y reserve a portion
specified purposes (e.g., piroonvail diez efdo rp etrhseo ncso

for
wa i

ver services to individuals experiencing

(sel ect one)

Not applicable. The state does not reserve capacity.

The State reserves capa(cd)ty for the foll
Purpose(s) the State reserves capacity for:

Table B-3-c

Purpose(provide a title or|  Purpose(provide a title or
short description to use fd short description to use for
lookup): lookup):

Purpose(describe): Purpose(describé:

Describe how the amount| Describe how the amount of
of reserved capacity was reserved capacity was
determined: determined:

Waiver Year Capacity Reserved Capacity Reserved

Year 1

Year 2

Year 3

Year 4 (only if applicable
based on Ite 1-C)

Year 5 (only if applicable
based on Item-T)

d Schedul eldn PhraBhaseWi t hin a wai ver year , t he

par

of

a

ticipants who arien scrroupghlass@issgdaeddd twone) :phase

The wai vesub$fenb n oora-eauhpahssesteedul e.

The waiver is -sobpeophbhseaedhbasethat i s
to Appeddi XhiBs schedul atyrea n sntiittauti eosn aom
participantsiwhohar waseeved

State:

Appendix B3: 2

Effective Date
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e. Allocation of Waiver Capacity.
Select one:
, |Waiver capacity is allocated/ managed on
1 |Waiver capacity is al |lsotcaattee de nttoi tlioecsal / r§
which waiver cadpaci t(yo)i ¢ hael Imet hodol ogy t
how often the methodology is reevaluate
capacity among -$pbpat¢/eepgi bihnhas: non
f. Selection of EntS®pmity ttle tphel Waieert hat apply
entrance to the waiver:
Applicants for the TBI waiver shall meet all requirements for eligibility in Massachusetts Medicaid progrd
including, without limitation, all regulations establishingedical assistance eligibility requirements related t
the filing of applications for assistance, verificationsgdeterminations, existence of a disabling condition,
citizenship status, residency, institutional status, assistance unit compositionc@nd end asset limits.
Applicants for the TBI waiver must be 18 years of age or older and have a traumatic brain injury as defin
B-1-b of the waiver application.
Applicants for the TBI waiver are assessed on aioshe firstserved basis.
Any apgicants who are denied entry to the waiver will be offered the opportunity to request a fair hearing
noted in Appendix F.
State:

Effective Date
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Appendix B}: Medicaid Eligibility Groups Served in the Waiver

a. 1. State Classification. The State is éselect one)

s 81634 State
1 SSI Criteria State
i 209(b) State
2. Miller Trust State.
Indicate whether the State is a Miller Trust State(select one)

. No
a Yes
b. Medicaid Eligibility GroéonmpsviSeualks who thec aNa
wai ver are eligible under the following eligi
al |l applicable federal finaGQhkeaK alalrttitcdtp adp ml

Eligibility Groups Served in the Waiver (excluding theepal home and communitpased waiver

group under 42 CFR 8§435.217)

A | Low income families with children as provided in §1931 of the Act

X | SSl recipients

A | Aged, blind or disabled in 209(b) states who are eligible under 42 CFR §435.121

X | Optional Stategpplement recipients

X | Optional categorically needy aged and/or disabled individuals who have incqiselext one)
s 100% of the Federal poverty level (FPL)
i % | of FPL, which is lower than 100% of FPL

Specify percentage:

A | Working individuals wih disabilities who buy into Medicaid (BBA working disabled group a
provided in §1902(a)(10)(A)(ii))(XIII)) of the Agt

A | Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Gro
as provided in 81902(a)(10)(A)(ii)(XV) of thct)

A | Working individuals with disabilities who buy into Medicaid (TWWIIA Medical Improvemer
Coverage Group as provided in 81902 (a)(10)(A)(ii)(XVI) of the Act)

A | Disabled individuals age 18 or younger who would require an institutional level ofTEFRA
134eligibility group as provided in §1902(e)(3) of the Act)

A | Medically needy in 209(b) States (42 CFR §435.330)

X | Medically needy in 1634 States and SSI Criteria States (42 CFR 8435.320, §435.322 and
§435.324)

A | Other specified groups (includely the statutory/regulatory fierence to reflect the additional
groups in the State plan that may receive services under this wapeei)y

State: Appendix B4:1

Effective Date
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Special home and communityased waiver group under 42 CFR §435.2N0te: When the specia|
home and commity-based waiver group under 42 CFR 8435.217 is included, ApperslisnBst be
completed

1 | No. The State does not furnish waiver services to individuals in the special hom
communitybased waiver group under 42 CFR 8435.217. AppenebxBnot submted.

, | Yes The State furnishes waiver services to individuals in the special home and comi
based waiver group under 42 CFR 8435.2%&lect one and complete Appendi%.B

a All individuals in the special home and commudigsed waiver group und
42 CFR843%.217

s Only the following groups ofnidividualsin the special home and communiigsed waiver
group under 42 CFR 8435.21{éheck each that applies)
A | A special income level equal to (select one):

. 300% of the SSI Federal BenefittiR4dFBR)

L % | A percentage of FBR, which is lower than 300% (42 CFR
8435.236)

Specify percentage:
1 $ A dollar amountvhich is lower than 300%

Specify percentage:

Aged, blind and disabled individuals who meet requirements that@me restrictive
than the SSI program (42 CFR 8435.121)

Medically needy without sperdbwn in States which also provide Medicaid to
recipients of SS(42 CFR 8435.320, §435.322 and 8435.324)

Medically needy without spertbwn in 209(b) States (42FR 8§435.330)
Aged and disabled individuals who have incomésstect one)

L 100% of FPL

L % | of FPL, which is lower than 100%

Other specified groups (include ortlye statutory/regulatory rafence to reflect thg
additional goups in the State plan that may receive services under this w
specify

>

>

> >

g2

State:
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Appendix B5: PostEligibility Treatment of Income

In accordance with 42 -EFRufdd4he3 08mp) et Agpahdnxt Be
serviocesvitdawailrs i n the spbeasead vhainvee #a2DdeRecBpmM n2UtaNd et ry
i ndicated -4.n APopsegri biid iRy ABPpRIABS.ghloup.to the
a. Use of Spousal Impoverishment Rules.Indicate whether spousal impoverishmemnies are used to

determine eligibility for the special home and commubiaged waiver group under 42 CBR35.217

Note: For the fiveyear period beginning January 1, 201#e following instructions are mandatory. The
following box should be checkéat all waivers that furnish waiver services to the 42 CFR §435.217
group effective at any point during this time period.

X | Spousal impoverishment rules under 81924 of the Act are used to determine the eligibility
individuals with a community spouserfthe special home and communritgised waiver

group. In the case of a participant with a community spouse, the Statepmesalpost
eligibility rules under 81924 of the AdEomplete Items 83-e (if the selection for &-a-i is SSI
State or §1634) oB-5-f (if the selection for Bl-a-i is 209b Stateandltem B5-g unless the stat
indicates that it also uses spousal pelgibility rulesfor the time periods before January 1,
2014 or after December 31, 2018.

Note: The following selections apply ftre time periods before January 1, 20a# after
December 31, 201@8elect one)

)

Spousal impoverishment rules under 81924 of the Act are used to determine the eligil
individuals with a community spouse for the special home and comrrhassd wiver group.
In the case of a participant with a community spouse, the State elesdteirt Ong

Usespousabosteligibility rules under §1924 of the AcComplete ltemsiB-b-2 (SSI State
andA1634) or B-5-¢c-2 (209b Stateind Item B5-d.

Useregular posteligibility rules under 42 CFR §435.726 (SSI Statel A1634 (Complete
ltem B5-b-1) or under 8435.735 (209b Stat€)omplete Iltem £-c-1). Do not complety
Item B5-d.

1 | Spousal impoverishment rules under 81924 of the Act are not usgetdomine eligibility of
individuals with a community spouse for the special home and comrvhasd waiver grouf
The State uses regular padigibility rules for individuals with a community spous€omplete
Item B5-c-1 (SSI Statand AL634) or ItemB-5-d-1 (209b State)Do not complete Item-B-d.

NOTE: Items B-5-b-1 and B-5-c-1 are for use by states that do not use spousal eligibility rules or uge
spousal impoverishment eligibility rules but elect to use regular postligibility rules. However, for the
five-year period beginning on January 1, 2014, postligibility treatment -of-income rules may not be
determined in accordance with B5-b-1 and B-5-c-1, because use of spousal eligibility and pest
eligibility rules are mandatory during this time period.

State:

Appendix B5: 1

Effective Date




Note: The following selections apply for the time periods before January 1, 2014 or after
December 31, 2018.

b-1.Regul aEl Poisbi l ity Treat medheofSt bih e oalsiegiSiHihleiStpy sre
42 CERS5.726. Pagme nt¢ o rooausnetdkoywen i ver services i s
remaining after deducting the following allowanc

i. Allowance for the needs of the waiver participan{select ong

The following standal included under the State plan
(Selectone)

SSI standard

Optional State supplement standard

Medically needy income standard

The special income level for institutionalized persons
(select one):

300% of the SSI Federal Benefit RateBR)

A percentage of the FBR, which is less than 300%
Specify the percentage:

A dollar amount which is less than 300%.
Specify dollar amount:

% | A percentagef the Federal poverty level
Specify percentage:

Other standard included under the State Plan
Specify:

1 %

1 | The following dollar amount $ If this amount changes, this item will be revise
Specify dollar amount

1 | The following formula is used to determine the needs allowance:
Specify:

1 | Othe

|- Specify:

ii. Allowance for the spouse onlyselect ong

. | Not Applicable

Specify the amount of the allowancéselect ong
1 | SSl standard

1 | Optional State supplement standard

1 | Medically needy income standard

t | The following dollar amount: | $ If this amount changes, this item will be revise
Specify dollar amount:

1| The amount is determined using the following formula:

State: Appendix B5: 2

Effective Date




Specify:

Allowance for the family (select one)

Not Applicable (see instructions)

AFDC need standard

Medically needy income standard

Theoll owing dol|$
Specify doll ar The amount specified

of the need standard for a family of the s
approb&€d pARn or the medically needy i ncome

4 ZTFR43A5 f81r1 a family of the same size. | f
1| The amounti determined using the following formula:

Specify:
1 | Other

Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party

specified in 428CFR 435.726:

a. Health insurance premiums, deductibles anthgarance charges
b. Necessary medical or remedial care expensasgnized under State law but not covered unde
Stateds Medicaid plan, subject t o theanounts ofahed|
expenses.
Select one:
, | Not applicable (see instructionsNote: If the State protects the maxim amount for the waiver
participant, not applicable must lselected
1| The State does not establish reasonable limits.
1 | The State establishes the following reasonable limits
Secify.
State:
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Note: The following selections apply for the time periods reeflanuary 1, 2014 or after
December 31, 2018.

c-lL. Regul a4l Pgishriddttment :of2B)I9nS.todadniee St at e uses mor e

eligibility requiremestisgthahi Sl rahdsayaeean42 HOF
home comidnu-bas gd wai ver services is reduced by th
foll owing amounts and expenses from the waiver p

i. Allowance for the needs of the waiver participan{select ong

The following standard includieunder the State pldselect one)
The following standard under 42 CFR 8§435.121
Specify

1

Optional State supplement standard

Medically needy income standard

The special income level for institutionalized pers(sttect one)
300% of the SSI Federal Benefit Rate (FBR)

A percentagef the FBR, which is less than 300%
Specify percentage:

A dollar amountwhich is less than 300% of the FBR
Specify dollar amount;

% | A percentag®f the Feleral poverty level

Specify percentage:

Otherstandard included under the State Ripecify):

1 %

1 The following dollar amount| $ Specify dollar amountf this amount changes, this
item will be revised.

1 The following formula is used toetermine the needs allowance
Specify

1 | Other (specify)

ii. Allowance for the spouse onlyselect ong

i Not Applicable(see instructions)

2 The following standard under 42 CFR 8435.121
Specify:

1 Optional State supplement standard

State: Appendix B5:4
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1 Medically needy income standard

1 The following dollar amount| $ If this amount changes, this item will be revised.
Specify dollar amount:

£ The amount is determined using the following formula:
Specify:

ii. Allowance for the family (selectone)

i Not applicablgsee instructions)
L AFDC need standard
i Medically needy income standard

1 |[The foll owing$

Speci fy doll The amount specified c
of the need st andsaarnde fsoirz ea ufsaenmi Ityo odfe ttehrg
approved AFDC pl an or t he medically

4 ZFR43A5 f81r1 a family of the same size. I

a The amount is deterined using the following formula:
Specify:

oy o

i Other (specify):

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a thir
party, specified in 42 CFR8435.735:

a. Health insurance premiums, deductibles anthsorance charges

b. Necessary medical or remedial care expenses recognized under State law but not covered
Stateds Medicaid plan, subject t otheameaustohtheb
expenses.

Select one:

Not goplicable(see instructionsiNote: If the State protects the maximum amount for the waiver
participant, not applicable must be checked.

)

1 The State does not establish reasonable limits.

1 The State establishés following reasonable limitspecify)

NOTE: Items B-5-b-2 and B-5-c-2 are for use bystates that use spousampoverishment eligibility
rules and elect to applythe spousalpost eligibility rules.
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Note: The following selections apply for the time periods before January 1, 2014 or after
December 31, 2018.

b-22Regul a-EIl iPgishbi |l ity Treat mefdtheofSt hh e ocansiegiStBihleiStpyd sre
42 C¥R5.726 for individuals who do not have a sfj
spouse as spedihfei Adctin Aaynenof basedomwai aed esen
reduced by the amount remaining after deducting
wai ver participantés i ncome:

i. Allowance for the needs of the waiver participan{select ong

The following standard included under the State plan

(Select one)

SSI standard

Optional State supplement standard

Medically needy income standard

The special income level for institutionalized persons
(select one):

1 | 300% of the SSI Federal Benefit Rate (FBR)

A percentage of the FBR, which is less than 300%
Specify the percentage:

A dollar amount which is less than 300%.
Specify dollar amount:

% | A percentage of the Federal poverty level
Specily percentage:

Other standard included under the State Plan
Specify:

1 %

1 | The following dollar amount $ If this amount changes, this item will be revise
Specify dollar amount

1 | The following formula is used to determine the needs allcance:
Specify:

1 | Other

Specify:
ii. Allowance for the spouse onlyselect ong

1 | Not Applicable

1 | The State provides an allowance for a spouse who does not meet the definition of a communi
spouse in 81924 of the Act. Describe the circumstees under which this allowance is provided;

Specify:

Specify the amount of the allowancéselect ong

State: Appendix B5: 6
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SSI standard

Optional State supplement standard

Medically needy income standard

The following dollar amount: | $ If this amount changes, this item will be revise
Specify dollar amount:

The amount is determined using the following formula:
Specify:

ii. Allowance for the family (select one)

Not Applicable (see instructions)

AFDC need standard

Medically needy income stadard

Theoll owing doll$

Specify doll ar
of the need standard f
approved AFDC pladyorn
4T FR43A5 .folrl a family of t

e amount specified

a family of the g
emetaodbhlygy Betabl
e same si ze. | f

Th
or
t bm
h

The amounti determined using the following formula:
Specify:

Other
Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third part
specified in 42 8CFR 435.726:

a. Health insurance premiums, deductibles anth®arance charges

b. Necessary medical or remedial care expenses recognized under State ratvdowvered under th
Stateds Medicaid plan, subject to reasonahb
expenses.

Select one;

1

Not applicable (see instructionsNote: If the State protects the maximum amount for the waiver,
participant, not applicable must Iszlected

The State does not establish reasonable limits.

The State establishes the following reasonable limits

Soecify.

State:
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Note: The following selections apply for the time periods before January 1, 2014 or after
December 31, 2018.

c22Regul a4l Pgishridattment :of2B)I9NStoanteeThe State uses

eligibility requiremealisgittialni tSySMr3wbinals3 Gastd 94 2 h @FR
who do not havepauspowbhe Ds haveaacemm9 Dbt yt hsepou
Act . Payment f orbahsoende wean dv ecro nsnewrnviitcyes i s reducec
deducting the foll owing amounts and expenses fr

i. Allowance for the needs of the waiver participanfselect ong
1 | The following standard included under the State plan

(Select one)

a The following standard under 42 CFR 8435.121.

Specify:

Optional State supplement standard

Medically needyincome standard

The special income level for institutionalized persons
(select one):

1 | 300% of the SSI Federal Benefit Rate (FBR)

A percentage of the FBR, which is less than 300%
Specify the percentage:

A dollar amount which is less than 300%.
Specify dollar amount:

% | A percentage of the Federal poverty level
Specify percentage:

Other standard included under the State Plan
Specify:

1 %

1 | The following dollar amount $ If this amount changes, this item will be revise
Specify dollar amount

1 | The following formula is used to determine the needs allowance:
Specify:

1 | Other

Specify:
|

ii. Allowance for the spouse onlyselect ong
L | Not Applicable

1 | The State provides an allowance for apouse who does not meet the definition of a community,
spouse in 81924 of the Act. Describe the circumstances under which this allowance is provid

State: Appendix B5: 8
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Specify:

Specify the amount of the allowancéselect ong

1

The following standard under 42 CFR §85.121:
Specify:

Optional State supplement standard

Medically needy income standard

The following dollar amount: | $
Specify dollar amount:

If this amount changes, this item will be revise

Specify:

The amount is determined using the following forrala:

Allowance for the family (select one)

Not Applicable (see instructions)

AFDC need standard

Medically needy income standard

Theoll owing doll$
Specify doll ar

The amount spectliéel

of the need standard
approved AFDC plan or
42 CFR A435.811 for a

for a family of the g
the medically needy
fami lyged, tthiei s aimtee

Specify:

The amounti determined using the following formula:

Other
Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party

specified in 42 8CFR 435. 72

a. Health insurance premiums, deductibles anthgarance charges
b. Necessary medical or remedial care expenses recognized under State law but not covered

Statebds Medicaid plan,
expenses.

Select one:

subj ect t onthe amosnts ofdhed

1

participant, not applicable must lselected

Not applicable (see instructionsNote: If the State protects the maximum amount for the waiver,

State:

Effective Date
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i The State does not establish reasonable limits.

1 | The Stateestablishes the following reasonable limits

Fecify.

State:

Effective Date
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Note: The following selections apply for the time periods before January 1, 2014 or after
December 31, 2018.

d. PostE| i g iTpeatmenttofyincome Using Spousal Impoverishment Rules

The State usethe poseligibility rules of §1924(d) of the Act (spousal impoverishment protection) to
determine the contribution of a participant with a community spouse toward the cost of home and
communitybased care if it determines the individual's eligibilitylan§1924 of the Act. There is deducted
from the participantdéds monthly income a personal
spouse's allowance and a family allowance as specified in the State Medicaid Plan. The State must also
protect amouts for incurred expenses for medical or remedial care (as specified below).

i. Allowance for the personal needs of the waiver participant

(select one)

1 | SSI Standard

1 | Optional State supplement standard

1 | Medically needy income standard

1 | The gecial income level for institutionalized persons
1 % | Specify percentage:

1 | The following dollar amount: | $ If this amount changes, this item will be revis

1 | The following formula is used to determine the needs allowance:
Specifyformula:

1 | Other
Foecify

i. 1'f the all owance for the personal needs
di fferent from the amount used for t he i

A435.726 or 42 CPwhyA4t3nh5i.s7 3a5mo uenxtp liasi nr eas o
mai ntenance needs in the community.

Sel ect one:

1 | Allowance is the same

1 | Allowance is different.
Explanation of difference:

iii. Amounts for incurred medical or remedial care expensg not subject to payment by a third
party, specified in 42 CFR §435.726:

a. Health insurance premiums, deductibles antigarance charges

b. Necessary medical or remedial care expenses recognized under State law but not covered
St at e idaid plahe slibject to reasonable limits that the State may establish on the amg
these expenses.

Select one:

i Not applicable (see instructionsNote: If the State protects the maximum amount for the wal
participant, not applicable must Isekcted.

1 The State does not establish reasonable limits.

State: Appendix B5:11
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o The State uses the same reasonable limits as are used for regular (rspousal) post
eligibility.

NOTE: ltems B-5-e, B-5-f and B-5-g only apply for the five-year period beginning January 1, 2Q4. If
the waiver is effective during the fiveyear period beginning January 1, 2014, and if the state indicatefl
in B-5-a that it uses spousal postligibility rules under 81924 of the Act before January 1, 2014 of

after December 31, 2018, then ltemsB-e, B5fand/orB-5g ar e not necessary.

B-5-b-2, B-5-¢-2, and B-5-d, respectively, will apply.

State: Appendix B5:12
Effective Date
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Note: The following selections apply for the fixear period beginning January 1, 2014.

e. Regul aEl Pgoishi lity dmeatcmehtASGOF4 dAddle t hr olulgeh 20 1
State wus-ebi ¢gihfei Ipiotsyt rules at 42 CFR A435.726 fo
have a spouse who is not a community spousle as s
commubasgd waiver services is reduced by the am
all owances and expenses from the waiver particip

i. Allowance for the needs of the waiver participan{select ong

The following standaréhcluded under the State plan

(Select one)

SSI standard

Optional State supplement standard

Medically needy income standard

The special income level for institutionalized persons
(select one):

1 | 300% of the SSI Federal Benefit Rate (FBR

A percentage of the FBR, which is less than 300%
Specify the percentage:

A dollar amount which is less than 300%.
Specify dollar amount:

% | A percentage of the Federal poverty level
Specify percentage:

Other standard included under the State Plan
Specify:

a %

L | The following dollar amount $ If this amount changes, this item will be revise
Specify dollar amount

1 | The following formula is used to determine the needs allowance:
Specify:

1 | Other

Specify:
ii. Allowance for the spouse onlyselect ong
1| Not Applicable

1| The State provides an allowance for a spouse who does not meet the definition of a communi
spouse in 81924 of the Act. Describe the circumstances under which this allowars provided:

Specify:

Specify the amount of the allowancéselect ong
1 | SSI standard

State: Appendix B5:13
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Optional State supplement standard

Medically needy income standard

The following dollar amount: | $ If this amount changes, thiem will be revised.
Specify dollar amount:

The amount is determined using the following formula:
Specify:

Allowance for the family (select one)

Not Applicable (see instructions)

AFDC need standard

Medically needy income standard

Theol |l owi agnodnot|$

Specify doll ar The amount specified
of the need standard for a family of the 4
approved AFDC plan or the meddcahdgerneedy

4 ZFR43A5 f81r1 a family of the same size. | f
1| The amounti determined using the following formula:

Specify:
1 | Other

Specify:

iv. Amounts for incurred medical or remedial care exgnses not subject to payment by a third party
specified in 42 8CFR 435.726:

a. Health insurance premiums, deductibles anihgarance charges

b. Necessary medical or remedial care expenses recognized under State law but not covered
St a Meditad plan, subject to reasonable limits that the State may establish on the amounts
expenses.
Select one:
1 | Not applicable (see instructionsNote: If the State protects the maximum amount for the waiver
participant, not applicable must lselected
1| The State does not establish reasonable limits.
o The State establishes the following reasonable limits
Fecify,
State:
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Note: The following selections apply for the fixear period beginning January 1, 2014.
f. Regul a4l PoisbOl(b)yiS2@04 throughThe)18t ate wuses

mc

eligibility requiremealtisgittialni tSYSIr wmines ustes42 h@F R
who do not have a spouse or have a spadSDE whoe i s
Act . Payment f orbahsoende wean dv ecro nsneurrnviitcyes i s reducec

deducting the following amounts and expenses fr

i. Allowance for the needs of the waiver participan{sdect ong:
1 | The following standard included under the State plan

(Select one)

1 The following standard under 42 CFR 8435.121:

Specify:

Optional State supplement standard

Medically needy income standard

The special income level fornstitutionalized persons
(select one):

1 | 300% of the SSI Federal Benefit Rate (FBR)

A percentage of the FBR, which is less than 300%
Specify the percentage:

A dollar amount which is less than 300%.
Specify dollar amount:

% | A percentage of the Federal poverty level
Specify percentage:

Other standard included under the State Plan
Specify:

1 %

L | The following dollar amount $ If this amount changes, this item will be revise
Specify dollar amount

1 | The following formula is used to determine the needs allowance:
Specify:

1 | Other

Specify:
ii. Allowance for the spouse onlyselect ong
1| Not Applicable

1 | The State provides an allowance for a spouse who does not meet the definition of a comityu
spouse in 81924 of the Act. Describe the circumstances under which this allowance is provid

Specify:

State: Appendix B5:15
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Specify the amount of the allowancéselect ong

1

The following standard under 42 CFR 8§435.121.
Specify:

Optional State supplementstandard

Medically needy income standard

The following dollar amount: | $ If this amount changes, this item will be revise
Specify dollar amount:

The amount is determined using the following formula:
Specify:

Allowance for the family (select one)

Not Applicable (see instructions)

AFDC need standard

Medically needy income standard

Theoll owing dol|l$
Specify doll ar The amount specified

of the need st arhdearsda nfeorsia ef aursieldy towf det er
approved AFDC plan or the medically needy

4 ZTFR43A5 f8Ir1 a family of the same size. | f
1| The amounti determined using the following formula:

Specify:
1| Other

Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party
specified in 42 SCFR 435.726:

a. Health insurance premiums, deductibles@nhsurance charges

b. Necessary medical or remedial care expenses recognized under State law but not covered
Stateds Medicaid plan, subject to reasonab
expenses.

Select one:

1 | Not applicable (see instructionsNote: If the State protects the maximum amount for the waiver,

participant, not applicable must lselected

1| The State does not establish reasonable limits.

State:

Appendix B5: 16

Effective Date




1 | The State establishes the following reasonable limits

Secify:

State:

Effective Date
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Note: The following selections apply for the fixgar period beginning January 1, 2014.
g. PostE| i g iTkeatmenttofylncome Using Spousal ImpoverishmentRule62 014 t hr ough

The St at e -alsiegi tihlei tpyosrtul e&s (osfp oAIls®2 4 (i dip oovfe r ti s ér mA

determine the contribution of a participant
commubasgd care. There is deducted from the
all owance Healsow)p,ecd fdemdmuni ty spouse's all owance
the State Medicaid Pl an. The State must al so
remedi al care (as specified bel ow).

i. Allowance for the personal needs of th waiver participant

(select one)

1 | SSI Standard

1 | Optional State supplement standard

1 | Medically needy income standard

1 | The special income level for institutionalized persons
1 % | Specify percentage:

L | The following dollar amount: | $ | If this amount changes, this item will be revis

1 | The following formula is used to determine the needs allowance:
Specify formula:

1 | Other
Specify

i. 1'f the all owance for the personal nye esso
di fferent from the amount used for the i
A435. 726 or 42 CFR A435.735, explain why
mai ntenance needs in the community.

Sel ect one:
1 | Allowance is the same

1 | Allowance is different.
Explanation of difference:

iii. Amounts for incurred medical or remedial care expenses not subject to payment by a thir
party, specified in 42 CFR §435.726:

a. Health insurance premiums, deductibles @winsurance charges

b. Necessary medical or remedial care expenses recognized under State law but not covered
Stateds Medicaid plan, subject to reason
these expenses.

Select one:

a Not applicable (see instructionsNote: If the State protects the maximum amount for the wal
participant, not applicable must selected.

1 The State does not establish reasonable limits.

State: Appendix B5:18
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o The State uses the same reasonable limits as are used fegular (non-spousal) post
eligibility.

State:
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Appendix B: EvaluationReevaluation of Level of Care

As specified in 42 CFR 8441.302(c), the State provides for an evaluation (and periodic reevaluations) of the
need for the level(s) of care specified fosthiaiver, when there is a reasonable indication that an individual

may need such services in the near future (one month or less), but for the availability of home and
communitybased waiver services.

a. Reasonable Indication of Need for Services.In orderfor an individual to be determined to need
waiver services, an individual must require: (a) the provision of at least one waiver service, as
docunentedin the sevice plan,and(b) the provision of waiver services at least monthlyifahe need
for senices is less than monthly, the participant requires regular monthly monitoring which must be

documented in the serviceplaB.peci fy t he St at thdreasopablé indicetnefshec onc er
need forwaiverservices:

i. | Minimum number of services

The minimum number of waiver sereie (one or more) than individual must require in order
to be determined to need waiver services is

1

ii. | Frequency of services The State requirdselect one)
1 | The provision of waiver services at least mnthly

, | Monthly monitoring of the individual when services are furnished on a less tha
monthly basis

If the State also requires a minimum frequency for the provision of waiver serviceg
than monthly (e.g., quarterly), specify the frequency:

b. Responsibility for Performing Evaluations and Reevaluations Level of care evaluations and
reevaluations are performesk(ect ong

, | Directly by the Medicaid agency
1 | By the operating agency specified in Appendix A
1 | By an entity under contract with the Medicaid agency.
Specify the entity
1 | Other
Secify.
cC Qualifications of IndividuRés P2rCBRMAH441]1 303 ( a)
educational / professional gual i fi @dtuiaanonofofi maive
for waiver applicants:

Neuropsychologists and Registered Nurses. A neuropsychologist is argiti€ied licensed psychologist,
specializing in clinical neuropsychology, who meets professional training guidelines established by th
American Psychological Association (Division 40) and International Neuropsychological Society.

State:
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Registered Nurses (RN) are graduates of an approved school for professional nursing and must posses
nursing license issued by the Massachusetts BifdRegistration of Nursing and be in good standing.

Level of Care Criteria. Fully specify the level of care criteria that are used to evaluate and reevaluate

whether an individual needs services through the waiver and that serve as the bas&tofahtee 6 s
of care instrument/tool. Specify the level of care instrument/tool that is employed. State laws,

regulations,a n policies concerning level of care criteréand the level of care instrument/toate

availableto CMS upon requeghrough theMedicaid agency or the operating agency (if applicable),

including the instrument/tool utilized.

A person will be considered to meet a nursing facility level of care if the individual meets the criteria as d
in 130 CMR 456.409 (MassHealth Nursing HiacRegulation that describe the requirements for medical
eligibility for nursing facility services). The MassHealth nursing facility provider regulations define, in 130,
CMR 456.409, the nursing facility level of care criteria. To be considered clinaalible for nursing facility
services, you must require one skilled service daily or require a combination of at least three services th
support activities of daily living and nursing services, one such service of which must be a nursing servid

Alternatively, a person will be considered to meet a chronic/rehabilitation hospital level of care if the indi
has a confirmed diagnosis of a traumatic brain injury, and he or she requires daily assistance to addresg
three needs in the followgnareas: Instrumental Activities of Daily Living (IADL); Activities of Daily Living
(ADL); Behavior Intervention; or Cognitive Abilities, as described below. Regardless of whether an indivi
exhibits one or more IADL needs, IADL needs will count as aimam of one deficit for purposes of
determining eligibility. Likewise, regardless of whether an individual exhibits one or more ADL needs, Al
needs will count as a maximum of one deficit for purposes of determining eligibility.

I. Instrumental Activitis of Daily Living (IADL) i includes some help (help some of the time), full help
(performed with help all of the time) or task done by others (performed by others), peHRIDEfinitions, for
needs with the following activities:

1. Meal Preparation

2. Odinary Housework (includes laundry) 3. Managing Finances
4. Managing Medications
5. Phone Use

6. Shopping
7. Transportation

1. Activities of Daily Living (ADL) i includes supervision required throughout the task or activity, or daily
limited, extensivemaximal physical assistance, or total dependence per-MOSor needs with the following
activities: 1. Bathing complete body bath via tub, shower or bathing system

2. Dressing dressed in street clothes including underwear

3. Toiletingi assistancéo & from toilet, includes catheter, urostomy or colostomy care 4. Trariséssistance
to & from bed, chair or wheelchair

5. Mobility/ambulationi 1:1 supervision, 1:1 staray guard, or physical assistance

6. Eatingi does not include meal or tray pegption

I1l. Behavior Interventiori Staff intervention required for selected types of behaviors that are generally

considered dependent or disruptive; such as disrobing, screaming, or being physically abusive to onese

State:
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others; getting lost or wandag into inappropriate places; being unable to avoid simple dangers; or requir
consistent staff ont-one ratio for reality orientation when it relates to a specific diagnosis or behavior as
determined by a mentakalth professional. Behaviors asa#sed in the MDSHC include:

1. Wandering

2. Verbally abusive

3. Physically abusive

4. Socially inappropriate

IV. Cognitive Abilitiesi includes deficits in any of the following areas:

1. Receptive language (comprehensibapility to understand throlgany means such as verbal, written, sig
language, Braille, or communication board;

2. Expressive languageability to express needs through any means such as verbal, written, sign languag
Braille, or communication board,;

3. Learningi ability to learn retain or retrieve information for purposes of habilitating day to day and gene
managing within oneds environment ;
4. Capacity for independent livirigability to live alone related to safety issues, ability to exit building in cag
fire or natual disaster, ability to call 911 in case of an emergency, ability to safely cross the street.

e Level of Care |IRestrdme@FRsN441.303(c)(2), i ndi ca
evaluate | evel of car e nfsorr utmeentwaiowdr udkiefdf eros efvr
of ¢Caekect one)

1 |The s ame i nstrument i s used i n det er mi
institutional care under the State Pl an.
, |lA different i nstrument ek okedate fdet e
institutional care under the State plan.

Describe how and why this instrument dif
care and explain how the outcomaldfy tclhhenp

The MDSHC, plus additional traumatic brain injury assessment questions, is used for evaluation an
evaluation of level of care for the waiver. The additional questions are used to document the skilled
needs and their frequencstaff monitoring, oversight or intervention required for behavior intervention
staff intervention needed for memory and learning and reality orientation

The MDSHC is the same tool used to evaluate level of care of nursing facility residentsrimidet
eligibility for payment. Chronic and rehabilitation hospitals assess for level of care utilizing the Medi
Adult Appropriateness Evaluation Protocol (AEP) utilized by the Peer Review Organization.

f.  Process for Level of Care Evalation/Reevalwation. Per 42CFR 8441.303(c)(1), describe the process
for evaluating waiver applicants for their need for the level of care under the waiver. If the reevaluation
process differs from the evaluation process, describe the differences:

A neuropsychologisand/or registered nurse conducts an evaluation of each TBI waiver participant. Inforn
gathered for the evaluation of level of care is derived fimsate-faceinterviews and includes a thorough
evaluation of the part iaodnedcaltrebosds. iThe dBI diagrbsisaslconfirined
part of the initial evaluation. Once this diagnosis is confirmed it is considered a permanent condition. OtH
the reevaluation process is identical to the initial evaluation process.

State:
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g. Reevaludgion Schedule Per 42 CFRe441.303(c)(4), reevaluations of the level of care required by a
participant are conducted no less frequently than annually according to the following schedule
(select one)

L | Every three months

1 | Every six months

, | Every twelve months
1 | Other schedule
Fecifythe other schedule

h. Qualifications of Individuals Who Perform Reevaluations Specify the qualifications of individuals
who perform reevaluatior(select one)

, | The qualifications of individuals who perform reewaluations are the same as individuals wh
perform initial evaluations.

1 | The qualifications are different.
Specify the qualifications:

i. Procedures to Ensure Timely ReevaluationsPer 42 CFRe441.303(c)(4)specifythe procedures that
the Stateemploys to ensure timely reevaluations of level of ¢specify)
MRC administrative staff maintain a database of waiver participants, the dates of LOC evaluations and @

reevaluation, and are responsible for insuring that tevakiation is tggered 60 days prior to the date it is d
Participants will be notified, and MRC clinicians will be assigned to complete the process.

j. MaintenBEwakuati on/ Reev®euatd2oCFReddrds303(c) (3),
writtenl eaantdr/f oni cal |y retrievable documentation
mai nt ai m@ichumfpoerr i @ d of 3 yeARCFR 8242 Srpeeccu ifrye dt hien | oc
where records of evalwuations andl: reevaluations o

Paper records are maintained for each waiver participant at the MRC.

Quality Improvement: Level of Care

As a distinct ¢ omp dmpmvemensirategy, prevideSrifoaratodis
e

al
the foll owing fi el ds rdiscovalyahdaagmediation.e St at s

u
0
a. Methods for Discoverylevel of Care Assurance/Sukassurances
The state demonstrates that it implements the processes and instrument(s) specified in its
approved waiver for eval uat i nrgt/irceiepraan tu@s ilng

care consistent with level of care provided in a hospital, NF or ICF/IID.

i Sub-assurance:

State:

Appendix B7: 4

Effective Date




a. Subassurance:An evaluation for LOC is provided to all applicants for whom there is
reasonable indication that services may be needatetihe future.

i. Performance Measures

For each performance measure the State will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator.

For each performance measure, providemiation on the aggregated data that will enable
the State to analyze and assess progress toward the performance measure. In this section
provide information on the method by which each source of data is analyzed
statistically/deductively or inductivelizow themes are identified or conclusions drawn, and

how recommendations are formulated, where appropriate.

Performance
Measure:

Data Sourceg(Select one) (Several options are listed in thdima application):

| f

60t her 6 i

s select

ed,

speci fy:

Regonsible Party for
data
collection/generation
(check each that

Frequency of data
collection/generation
(check each that

applies)

Sampling Approach
(check each that
applies)

A OtherSpecify:

applies)
X State Medicaid Agency A Weekly X 100% Review
A Operating Agency A Monthly A Less than 100% Revie
A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other X Annually J
Specify:
A Continuously and A Stratified:
Ongoing Describe Group
A Other
Specify:
|
|

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for Frequency of data
data aggregation and aggregation and
analysis analysis:

(check each that (check each that
applies applies

X State Medicaid Agay | A Weekly

State:

Effective Date
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A Operating Agency A Monthly

A SubState Entity A Quarterly
A Other X Annually
Specify:
A Continuously and
Ongoing
A Other
Specify:

Add another Performance measure (button to prompt another performance measure)

b

Sub-assurance: The levels of care of enrolled participants are reevaluated at least
annually or as specified in the approved waiver.

i. Performance Measures

For each performance measure the State will use to assess compliance with the statutory
assurance complete thellowing. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable
the State to analyze and assess progress toward the performance measure. In this section
provide information on the method by which each source of data is analyzed
statistically/deductively or inductively, how themes are identified or conclusions drawn, and
how recommendations are formulated, where appropriate.

Performance No longer needed in meQM system.
Measure:

Data Source(Select one) (Several options are listed in thdima application):

| f

00t herdé is selected, specify:

Responsible Party for | Frequency of data Sampling Approach
data collection/generation | (check each that
collection/generation | (check each that applies)

(check each that applies)

applies)

A State Medicaid Agenc] A Weekly A 100% Review
A Operating Agency A Monthly X Less than 100% Reviey
A SubState Entity A Quarterly J A Representative

Sample; Confidence
X Other A Annually
Specify:No longer

Interval =
needed.

A Continuously and | A Stratified:

State:

Appendix B7: 6
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Ongoing

| Describe Group

X Other
Specify:No longer
needed.

J X Other Specify:No

longer needed.

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies

A State Medicaid Agenc| A Weekly

A Operating Agency A Monthly

A SubState Entig A Quarterly

X Other A Annually

Specify:
A Continuously and
Ongoing
X Other

Specify:No longer
needed.

Add another Performance measure (button to prompt another performance measure)

o Sub-assurance: The processes and instruments desed in the approved waiver are
appliedappropriately and according to the approved description to deterntirgeinitial
participantlevel of care.

i. Performance Measures

For each performance measure the State will use to assess compliance with thosgat
assurance complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggreqgated data that will enable

the State to analyze and assess progress toward the performance meashigsdction

provide information on the method by which each source of data is analyzed

statistically/deductively or inductively, how themes are identified or conclusions drawn, and

how recommendations are formulated, where appropriate.

State:

Effective Date
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Performance LOCcl. % of applicants whose initial clinical eligibility assessment is documented in
Measure: accordance with waiver requirements. Numerator: Number of applicants whose
initial clinical eligibility assessment was documented in accordance with waiver
requirements. Denominator: Number of applicants whose initial clinical eligibility
assessment was documented.

Data Source(Select one) (Several options are listed in thdima application):

| f 60Otherd is selected, specify:
Responsible Party for | Frequency of data Sampling Approach
data collection/generation | (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
X State Medicaid Agency A Weekly X 100% Review
A Operating Agency A Monthly A Less than 100% Riew

A Representative
Sample; Confidence
Interval =

A SubState Entity A Quarterly

A Other X Annually
Specify:

A Stratified:
Describe Group

A Continuously and
Ongoing
A Other
Specify:

A OtherSpecify:

HE N

Add another Data Source fahis performance measure

Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and

analysis analysis:
(check each that (check each that
applies applies
X State Medicaid Agency A Weekly
A Operating Agacy A Monthly
A SubState Entity A Quarterly
A Other X Annually
Specify:
A Continuously and
Ongoing
A Other
Specify:
State: Appendix B7:8
Effective Date




Add another Performance measure (button to prompt another performance measure)

il If applicable, in the textbox belowqvide any necessary additional information on the
strategies employed by the State to discover/identify problems/issues within the waiver
program, including frequency and parties responsible.

b. Methods for Remediation/Fixing Individual Problems

i Describe the Stateds met hod for addressing
Include information regarding responsible parties &BENERALmMethods for problem
correction. In addition, provide information on the methods used by the Stateumeint
these items.

il Remediation Data Aggregation

Remediatiorrelated Data Aggregation and Analysis (including trend identification)

Remediationrelated | Responsible Partycheck Frequency of data

Data Aggregation each that applies) aggreg_ation and
and Analysis analysis:
(including trend (check each that
identification) applies)
X State Medicaid Agency | A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other: Specify: X Annually
A Continuously and
Ongoing

A Othe: Specify:

C. Timelines
State: Appendix B7:9
Effective Date




When the State does not have all elements of the Quality Improvement Strategy in place,
provide timelines to design methods for discovery and remediation related to the assurance
of Level of Carghat are currently noroperatonal.

No
1 Yes

Please provide a detailed strategy for assuring Level of Care, the specific timeline for
implementing identified strategies, and the parties responsible for its operation.

Appendix B7: Freedom of Choice

Freedom oAs Choo d2CFR 441.302(d),lwen an i ndividual i s dete

require a | evel of care for this waiver, the indiyv
i.informed of any feasible alternatives under th
iigiveohothee of either instibasdadnsadr wirc ensoome and
Proceduspesify t he St ateds procedures for i nfor
representatives) of the feasible aldsagniandivweisd ma
choose either i nsti tludedmtniafly otrh ewafi ovrem( ss)e rtvh acte sa
freedom dhecbhbormemawmai amdl e to CMS upon request t
or the operatineg) .agency (i f applicabl

Once initial clinical eligibility has been determined, the MRC provides a Recipient Choice Form to the
participant (or legal representative) either in person or by mail. This form offers the applicant the opporty
choose between communibased ofacility-based services. The participant indicates his/her preference or
Recipient Choice Form. The signed and dated form is maintained by the Case Manager in the client rec

If the participant chooses to receive commuibiiged services, the @aslanager informs the participant of all
services available under the waiver as part of the needs assessment and service plan development prod

Mai ntenance dPERR{2ME wr i tten copies or electroni
Feedom of Choice forms are maintained for a min
copies of these forms are maintained.

The Recipient Choice Form is maintained in the client record at MRC for a minimum of three years.

State:

Effective Date
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Appendix BB: Acess to Services by Limited English Profidansons

Access to Services bytPleiomist 8pe cEinfgy i sthe Pmefhaedent h
provide meaningful access to npesrowsi var alcyg oL d an ¢t e
Department of Health and Human Services fAGuidance
Title VI Prohibition Against Nati onal Origin Discrt
(68 FR-AAHIBLT 8, 2003):

MassHealth anthe Massachusetts Rehabilitation Commission (MRC) have developed multiple approaches toj
promote and ensure access to the waiver by Limited English Proficient persons. MassHealth has made MasS
eligibility notices and information regarding appeal rigtavailable in English and Spanish. In addition these noti
include a card instructing individuals in multiple languages that the information affects their health benefit, an
contact MassHealth Customer Service for assistance with translation.

MRC also creates documents for participants in cognitively accessible formats. Case Managers are required
the provision of services that are accessible to current and potential consumers. Accessible services are defiy
those that address geograpiphysical, and communication barriers so that consumers can be served accordin
their needs. Case Managers conduct outreach in their assigned regional areas with materials in languages aj
to their geographic service area. Case Managersvagocollaboratively with minority community organizations t
provide social services to identify individuals and families who may be eligible for waiver program services. M
also has qualified Cultural Facilitators that may be accessed to assistprottess.

| | MRC attempts to ensure that employees are capablecakingcommunicatingdirectly with participants in their
primary language, including American Sign Language, and in cognitively accessible formats. When this is no
possible, they arrangerfinterpreting services by either a paid interpreting service, a cultural facilitator or throu
individual, such as a family member, designated by the consumer. MRC also provides access to TTY service
persons calling the agency.

State:
Effective Date
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Appendix C: Participant Services
HCES Waiver Application Version 3.5

Appendix C: Participant Services

Appendix €/G3: Summary of Services Coveaed
Services Specifications

C-l-a. Wai ver Servi.cesAppdrmbieyy sCforth the specificati
of fered undleirst hti Bke waeveirces ewlat ea rle rofwli inmgi d$tlmebd e
case mahagement is not a serA-bcanldendGer the waive

Statutory Services(check each that applies)

Service Included Alternate Service Title (if any)

Case Management A
Homemaker X
Home Health Aide A
Personal Care A
Adult Day Health A
Habilitation X

Residential Habilitation X

Day Habilitation A

Prevocational Services A

Supported Employment X

Education A
Respite X
Day Treatment A
Partial Hospitalization A
Psychosocial Rehabilitatior A
Clinic Services A
Live-in Caregiver A
(42 CFR 8441.303(f)(8))
. Not applicable
X As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the fo

additional services not specified intstize (list each service by title)

a. | Adult Companion
b. Day Services

State: Appendix G1:1
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Appendix C: Participant Services
HCES Waiver Application Version 3.5

C. Home Accessibility Adaptations

d. Shared Living 24 Hour Supports

e. Specialized Medical Equipment

f. Transitional Assistance

g. Transportation

h.

Extended Sate Plan Servicegselect one)

Not applicable

£ The following extended State plan services are provitlsdeach extended State plan service
service title)

a.

b.

Supports for Participant Direction (check each that appligs)

A The waiwer provides for participant direction of services as specified in Appendbh& waiver
includes Information and Assistance in Support of Participant Direction, Financial Manag
Servicesnr other supports for participant directiag waiver services

A The waiver provides for participant direction of services as specified in Append@wpiie or b of
the supports for participant direction are provided as administrative activities and are describe
Appendix E.

i Not applicable

Support Included Alternate Service Title (if any)

Information and Assistance in A

Support of Participant Direction

Financial Management Services A

Other Supports for Participant Directiflist each support by service title)

a.

b.

State: Appendix G1: 2
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C-1/C-3: Service Spedication

State laws, regulations and policies referenced in the specification are readdplevalCMS upon request
throudh the Medicaid agency or the operating agency (if applicable).

‘ Service Specification

Service: Homemaker

5 Extended State Plan 3 Other
Alternate Service Title (if any):
X Service is included in approved waiver. There is no change in service specifications.

Service Type:X Statutay

5 Service is included in approved waiver. The service specifications have been modified.

5 Service is not included in approved waiver.

Service Definition(Scope)
Services that consist of the performance of general household tasks (e.g., meal preparation and routine householq

provided by a qualified homemaker, when the individual refutasponsible for these activities is temporarily absent
unable to manage the home and care for him or herself or others in the home.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

p

Provider
managed

Service Delivery Participantdirected as specified in Appendix E X

Method (check each tha
applies)

P>
P>

Specify whether the service may be
provided by(check each that applies

Legally Responsible | X | Relative
Person

Provider Specifications

Legal Guardian

Provider A Individual. List types: X Agency. List the types of agencies:
Category(s) H K

(check one or omemaker agency

both}).

Provider Qualifications

Provider Type: License(specify) Certificate(specify) Other Standaréspecify)

Homemaker Individuals employed by| Any not-for-profit or proprietary organization

agency the agency providing that becomes qualified through the MRC ope
homemaker services procurement process, and as such, has
must have one of the successfully demonstrated, at a minimum the
following: following:
Certificate of 66@Hour Education, Training, Supervision: Providers
Personal Care Training | must ensureffective training of staff members
Certificate of Home in all aspects of their job duties, including
Health Aide Training handling emergency situations. Established

procedures for appraising staff performance 3
» for effectively modifying poor performance
Certificate of Nurses
State:

Effective Date
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Appendix C: Participant Services
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Aide Training Certificate
of 40-Hour Homenaker
Training

where it exists.

Adherence to Continuss QI Practices:
Providers must have established strategies tg
prevent, detect, and correct problems in the
quality of services provided and to achieve
service plan goals with individual participants
by providing effective, efficient services.
Provider mushave the ability to meet all
requirements for operating a high quality
program, as specified by EHS or its designee
and the ability to provide program and
participant quality data and reports, as requirdg

Availability/Responsiveness: Providers must |
able to initiate services with little or no delay i
the geographical areas they designate.

Confidentiality: Providers must maintain
confidentiality and privacy of participant
information in accordance with applicable law
and policies.

Policies/Procedws: Providers must have
policies and procedures that include: Participd
Not at Home Policy; Participant Emergency in
the Home Policy; and policies that comply wit
the applicable standards under 105 CMR
155.000 for the prevention, reporting and
investigaion of patient abuse, neglect, and
mistreatment, and the misappropriation of
patient property by individuals working in or
employed by a homemaker agency as well ag
policies that comply with applicable regulation
of the Disabled Persons Protection Conwiois
found at 118 CMR 1.0
Disabled Persons Protection Commission
regulations that describe the purpose, rules, g
process regarding abuse allegations for peop
with disabilities) and the Elder Abuse Reportit
and Protective ServisdProgram found at 651
CMR 5.00 et seq (the Executive Office of Eldd
Affairsé El der Abuse
Services Program regulations).

Homemaker Service Providers that have
experience providing services to persons with
disabilities will be préerred. In addition,
providers shall ensure that individual
homemakers employed by the agency have b
CORI checked and are able to: perform assig
duties and responsibilities; communicate
observations verbally and in writing; accept a

State:

Effective Date
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use supervisiorrespect privacy and
confidentiality; adapt to a variety of situations;
and respect and accept people of differing
abilities, different values, nationalities, races,
religions, cultures and standards of living.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification
Homemaker agencieg Massachusetts Rehabilitation Commission Every two years

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specifieataadily avadble to CMS upon request
throudh the Medicaid agency or the operating agency (if applicable).

‘ Service Specification

Service: Habilitation

Service Type:X Statutory @ Extended State Plan 9 Other

Alternate Service Title (if any): Individual Support and Community Habilitation

3 Service is included in approved waiver. There is no change in service specifications.

X Service is included in approved waiver. Tdavice specifications have been modified.

5 Service is not included in approved waiver.

Service Definition(Scope)

Services and supports in a variety of activities that may be provided regularly or intermittently, but notrmualsis,
and aredetermined necessary to prevent institutionalization. These services may include the acquisition, retention
improvement of skills related to personal finance, health, shopping, and use of community resources; locating app
housing; as well as camunity safety, and other social and adaptive skills required to live in the community. Individul
Support and Community Habilitation services provide supports necessary for the individual to learn and/or retain t
to establish, live in and maintainhousehold of their choosing in the community. These services may also include
modeling, training and education in sdtermination and seddvocacy to enable the individual to acquire skills
necessary to exercise control and responsibility overettwices and supports they receive and to become more
independent, integrated, and productive in their communities. Individual Support and Community Habilitation is ng
available to waiver participants receiving Residential Habilitatiotividual Supporand Community Habilitation is

primarily a faceto-face servicBhese-services-must-be-providegparsern except in limited circumstances as necessary

accomplish specific, timeensitive tasks.

Specify applicable (if any) limits on the amount, frequere duration of this service:

Service Delivery A | Participantdirected as specified in Appendix E X | Provider
Method (check each tha managed
applies)
Specify whether the service may be| A | Legally Responsible | X | Relative| A | Legal Guardian
provided by(check each that applies Peson

State: Appendix G1:5
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Provider Specifications

Provider X Individual. List types: X Agency. List the types of agencies:

Category(s) .. } ; ) )
Human-Senvicgendes

‘(check one or Individual Support Worker ISCH ProwderAqenge

‘both): HealthCarc-Lgoneics

Provider Qualifications

Provider Type: License(specify) Certificate(specify) Other Standargspecify)

ISCH Provider
Agenciedtuman
Senvice-Agencies

Any not-for-profit or proprietary organization
that becomes qualified through th&RE

EOHHSopen procurement process, and as s\
has successfully demonstrated, at a minimum
the following:

- Education, Training, Supervision: Providers
must ensure effective training of staff membe
in all aspects of their job duties, including
handling emergeaay situations. Providers are
responsible for ensuring staff are trained on
applicable regulations and policies governing
waiver service delivery and the principles of
participant centered care. Agencies must havi
established procedures for appraising staff
performance and for effectively modifying pod
performance where it exists.

- Adherence to Continuous QI Practices:
Providers must have established strategies tg
prevent, detect, and correct problems in the
quality of services provided and to achieve
sewice plan goals with individual participants
by providing effective, efficient services.
Provider must have the ability to meet all
requirements for operating a high quality
program, as specified by EHS or its designee
and ability to provide program andrfieipant
quality data and reports, as required.

- Availability/Responsiveness: Providers must]
be able to initiate services with little or no deld
in the geographical areas they designate.

- Confidentiality: Providers must maintain
confidentiality and pvacy of consumer
information in accordance with applicable law
and policies.

- Policies/Procedures: Providers must have
policies and procedures that include: Participd
Not at Home Policy; Participant Emergency in
the Home Policy; and that comply withe

applicable standards under 105 CMR 155.00(

State:

Effective Date
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for the prevention, reporting and investigation
patient abuse, neglect, and mistreatment, and
misappropriation of patient property by
individuals working in or employed by an
Individual Support and Comunity Habilitation
agency as well as policies that comply with
applicable regulations of the

Disabled Persons Protection Commission fou
at 118 CMR 1.00 to 1
Persons Protection Commission regulations t
describe the purposayles, and process
regarding abuse allegations for people with
disabilities) and the Elder Abuse Reporting ar
Protective Services Program found at 651 CM
5.00 et seq. (the Executive Office of Elder
Affairsd6 El der Abuse
Services Rygram regulations).

- Individuals who provide Individual Support
and Community Habilitation services must mg
requirements for individuals in such roles,
including: having been CORI checked; have 3
College degree plus experience in providing
communitybased services to individuals with
disabilities, or at least two years comparable
communitybased, life or work experience
providing services to individuals with
disabilities; ability to handle emergency
situations, set limits, and communicate
effectively wth participants, families, other
providers and agencies; and have the ability t
meet legal requirements in protecting
confidential information. Specific competencig
needed to meet the support needs of the
participant will be delineated in the ISP.

Individual
Support Worker

Individuals who provide Individual Support an
Community Habilitation services must have
become qualified through the MRC open
procurement process and must meet
requirements for individuals working in such
roles, including, but ndimited to must: have
been CORI checked; have a College degree |
experience in providing communityased
services to individuals with disabilities, or at
least two years comparable commustigsed,
life or work experience providing services to
individuals with disabilities; ability to handle
emergency situations, set limits, and
communicate effectively with participants,
families, other providers and agencies; and ha
the ability to meet legal requirements in
protecting confidential information. Speicif
competencies needed to meet the support ne

State:

Effective Date
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of the participant will be delineated in the ISP

State:
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Effective Date




Appendix C: Participant Services

HCES Waiver Application Version 3.5

Verification of Provider Qualifications

Provider Tye: Entity Responsible for Verification: Frequency of Verification
ISCH Provider Massachusetts Rehabilitation Commission Monthly review of participant
: Progress Reports by Case Manag
AgencieHeme
DOENCIE; ies with any issues reported to

supervisor ér follow-up. The Case
Manager Supervisor meets with th
agency staff twice a year.

The agency is reviewed every twad
years.

Individual Support
Worker

Massachusetts Rehabilitation Commission

Case Manager will review
participant Progress Reports on a
monthly basis to identify any issug]
related to work of support worker.
In addition, Case Manager
Supervisor will conduct a review g
all information that may be
aggregated related to support
worker performance to identify

State:

Effective Date
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problems twice per year.

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readdplevalCMS upon request
throudh the Medicaid agency or the operating agency (if applicable).

\ Service Specificaton

Service: Residential Habilitation

Service Type:X Statutory 8 Extended State Plan 3 Other
AlternateServiceTitle (if any):

X Service is included in approved waiver. There is no change in service specifications.

5 Service is included in approved waiver. The service specifications have been modified.

3 Service is not included in approved waiver.

Service Definition(Scope)

Residential Habilitation consists of ongoing services and supports by paid staff in a popadated residential setting
that are designed to assist individuals to acquire, taiaior improve the skills necessary to live in a-noatitutional
setting. Residential Habilitation provides individuals with daily staff intervention for care, supervision and skillg irai
activities of daily living, home management and commuinitggration in a qualified provideoperated residence with 24
hour staffing. Residential Habilitation includes individually tailored supports that assist with the acquisition, redentig
improvement in skills related to living in the community. Thespports include adaptive skill development, assistancg
with activities of daily living, community inclusion, transportation, adult educational supports (such as safety sign
recognition and money management), and social and leisure skill developmessgstisiathe participant to reside in the
most integrated setting appropriate to their needs. Residential habilitation also includes personal care and protect
oversight and supervision. This service may include the provision of medical and healtiniéees Heat are integral to
meeting the daily needs of participants. Transport
or places in the community may be provided as a component of residential habilitation servicesidad in¢he rate
paid to providers of residential habilitation services.

Provider owned or leased facilities where residential habilitation services are furnished must be compliant with the
Americans with Disabilities Act and must meet the applicableireaents of the Community Rule (42 CFR
441.301(c)(4)). Residential habilitation will be provided in settings with at least two and no more than four individu
receiving the service. Settings with more than four individuals require state approval.

Residatial Habilitation is not available to individuals who live with their immediate family unless the immediate fam
member (grandparent, parent, sibling or spouse) is also eligible for residential Habilitation supports and had recei
authorizationas applicable, for Residential Habilitation. Payment is not made for the cost of room and board, inclu
cost of building maintenance, upkeep and improvement. The method by which the costs of room and board are e
from payment for Residentidlabilitation is specified in Appendix3. Payment is not made, directly or indirectly, to

State: Appendix G1: 10
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members of the individual ds i mmedRate family, exce

Participants receiving Residential Habilitation may not receive duplicative wedwaces including: Homemaking, Adul
Companion, Individual Supports and Community Habilitation, Respite, Home Accessibility Adaptations or Shared
24 Hour Supports.

Specify applicable (if any) limits on the amount, frequency, or duration ©&énvice:

Service Delivery A | Participantdirected as specified in Appendix E X | Provider
Method (check each tha managed
applies)

p2

Specify whether the service may be
provided by(check each that applies

Legally Responsible | X | Relative LegalGuardian

Provider Specifications

Provider A Individual. List types: X Agency. List the types of agencies:
Category(s) . : o ) :
(check one or Residential Habilitation Service Agencies
both).

Provider Qualifications

Provider Type: License(specify) Certificate(specify) Other Standaréspecify)
Residential Resi(_jential Habilitation | Any notfor-profit or proprietary orgaization
Habilitation Provider employees mug that becomes qualified through the MRC ope

Service Agencieq

have a High School
diploma, GED or

relevant equivalencies o
competencies.

procurement process, and as such, has
successfully demonstrated, at a minimum the
following:

Program and Physical Plant:
A Experience
with traumatic brain injuries.
A Demonstrated exper
to work effectively with EHS or its designees
and with the Case Managers responsible for
oversight and monitoring of the participants
receiving these services.

A Adequate organizat
the delivery and supervision of residential
habilitation services, including:

- Understanding and compliance with all
required policies, procedures, and physical pl
standards.

- Experience and evidence of strong
community linkages and referrdts medical,
behavioral, psychiatric, substance abuse and
crisis emergency providers and planning for
accessing clinical services as needed.

- Demonstrated understanding and provisig
of meaningful daytime activities and services
necessary.

- Clear oncall procedures and identified stg
in case of emergencies.

providi

State:

Effective Date
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- Demonstrated ability to produce timely,
complete and quality documentation including
but not limited to assessments, incident repor
progress reports and prograpecific servie
plans

- Demonstrated compliance with health ang
safety standards, accessibility standards and
ADA, as applicable.

Staff and Training:

A Demonstrated staff
including specialized trainings regarding
provision of 24/7 servies to persons with
acquired brain injuries.

A Demonstrated pract
community integration, participant choice,
recognition of individual abilities, persen
centered service planning.

A Experience recruit
qualified staff; asurance that all staff will be
CORI checked; appropriate
policies/procedures/practices; assurance that
there is a team approach to service delivery.

Quality:

A Ability to meet al
a high quality program, as specified B§S or

its designee; ability to provide program and

participant quality data and reports.

Providers who have DDS/DMH licensure are
considered to have met the above requiremer

Verification of Provider Qualifications

Provider Type: Entity Responsibléor Verification: Freguency of Verification
Residential Massachusetts Rehabilitation Commission Annually
Habilitation Service
Agencies

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readaplava CMS upon request
throudh the Medicaid agency or the operating agency (if applicable).

\ Service Specification

Service: Respite

Service Type:X Statutory @ Extended State Plan 9 Other
AlternateServiceTitle (if any):

X Service idncluded in approved waiver. There is no change in service specifications.

5 Service is included in approved waiver. The service specifications have been modified.

State: Appendix G1:12
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- 8 Service is not included in approved waiver.
Service Definition(Scope)

Waiver serices provided to participants unable to care for themselves that are furnished or@rshbasis because of
the absence or need for relief of those persons who normally provide care for the participant.

Respite Care may be provided to relieve inforoakgivers from the daily stresses and demands of caring for a partiq
in efforts to strengthen or support the informal support system. Respite Care services may be provided in the follo
locations:

- Respite Care in an Adult Foster Care Progranvigdes personal care services in a fantikg setting. A provider must
|meet the requirements set forth by MassHealth and emist-enroll with MassHealth as an AFC provider.

- Respite Care in a Hospital is provided in licensed acute care medicaksiagpital beds that have been approved by
the Department of Public Health.

- Respite Care in a Skilled Nursing Facility provides skilled nursing care; rehabilitative services such as physical,
occupational, and speech therapy; and assistance withiastdfi daily living such as eating, dressing, toileting and
bathing. A nursing facility must be licensed by the Department of Public Health.

- Respite Care in an Assisted Living Residence provides personal care services by an entity certified bytthe Execl
Office of Elder Affairs.

- Respite care in DDS licensed respite facilities provides care and supervision in a setting licensed by the Departn
Developmental Disabilities.

- Respite care in the home of a Community Respite Provider home whiddgs@ersonal care services in a home like
setting. Provider must meet the site based requirements for respite of the Department of Developmental Services

Federal financial participation will only be claimed for the cost of room and board whedgut@s part of respite care
furnished in a facility approved by the State that is not a private residence.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery A | Participantdirected as specified in Appendix E X | Provider
Method (check each tha managed
applies)
Specify whether the service may be| A | Legally Responsible | X | Relative| A | Legal Guardian
provided by(check each that applies Person

Provider Specifications
Provider A Individual. List types: X Agency. List the types of agencies:
Category(s) . . ”
(check oner Skilled Nursing Facility
both): Adult Foster Care

Hospital

DDS Licensed Respite Facilities

Assisted Living Residence

Provider Qualifications

State: Appendix G1:13
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Provider Type:

License(specify)

Certificate(specify)

Other Standaréspecify)

Skilled Nursing
Facility

Licensed by the
Department of Publid
Health in accordancd
with 105 CMR
153.00 (Department
of Public Health
Licensure Procedurg
and Suitability
Requirements for
Long-Term Care
Facilities
Regulations that
describes the
licensure procedureq
and suitability
requirements for
long-term care
facilities in
Massachusetts).

Adult Foster
Care

An organization which meets the requirement
of 130 CMR 408.000 (MassHealth Adult Fostg
Cae regulations that define provider eligibility
requirements and program rules) and that
contracts with MassHealth as the provider of
Adult Foster Care.

Licensed by the

alsklit Department of Publig
Health in accordancy
with 105 CMR
130.00 (Department
of Public Health
Hospital Licensure
regulations that
describe the
standards for the
maintenance and
operations of
hospitals in
Massachusetts).
DDS License Licensed by the An organization Whic_h meets the Department
Respite Department of Developmer_ltal Services (DDS) sheased
[ e Developmental respite requirements found at 115 CMR 7.00
Services in 8.00 and that contracts with DDS to provide
accordance with 115 these services. Department of Developmenta
CMR 7.00 and 8.00 Services (DDS) mgulations at 115 CMR 7.00
describes the requirements for all DDS supp9
and services provided by public and private
providers and those services subject to
regulation by the Massachusetts Rehabilitatio
State: Appendix G1:14
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Commission, which provide social and pre
vocationalsupports and work training and 115
CMR 8.00 describes the licensure, certificatio
and enforcement requirements for all DDS
residential supports, work/day supports,
placement services, or residential shiased
respite supports provided by public ands/pte
providers.
Assisted Living Certified by tﬁt\e f
. Executive Office o
FESHEnE Elder Affairs in
accordance with 651
CMR 12.00 (Departmen
of Elder Affairs
regulations describing
the certification
procedures and standar
for Assisted Living
Residencesm
Massachusetts)
Verification of Provider Qualifications
Provider Type: Entity Responsible for Verification: Freguency of Verification
Facility utilization service.
Adult Foster Care MassaChusettS Rehablllta'[lon CommiSSion Every two yearS, or prior to
utilization service.
Hospital Massachusetts Rehabilitation Commission Every two years, or prior to
utilization service.
DDS Licensed MassachusettRehabilitation Commission Every two years, or prior to
Respite Facilities utilization service.
Assisted Living Massachusetts Rehabilitation Commission Every two years, or prior to
Residence utilization service.

C-1/C-3: Service Specification

State laws, regulations apalicies referenced in the specification are readily abglto CMS upon request
through the Medicaid agency or the operating agency (if applicable).

‘ Service Specification

Service: Supported Employment

Service Type:X Statutory 8 Extended State Plan 3 Other
AlternateServiceTitle (if any):

X Service is included in approved waiver. There is no change in service specifications.

5 Service is included in approved waiver. The service specifications have been modified.

State: Appendix G1:15
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- 8 Service is not included in approved waiver.

Service Definition(Scope)

Supported Employment services consist of intensive, ongoing supports that clarify the skills that participants will n
strengthen ahead of job placement, determine if anyf&pskill training will be needed for successful job placement al
retention, and enable participants who need supports to perform in a regular work setting to achieve successful pl
a competitive work setting, with such supports. Supported Bmmat may include assisting the participant to locate a
or developing a job on behalf of the participant, as well asgasement intermittent support. Supported Employment
conducted in a variety of settings, particularly work sites where pewdthnsut disabilities are employed. Supported
Employment includes activities needed to obtain and sustain paid work by participants, including assessment, edd
and skills training activities, job development and placement, support upon initial placantemtermittent post
placement job supports. When supported employment services are provided at a work site where persons without
disabilities are employed, payment is made only for the adaptations, supervision and training required by participa
receiving waiver services as a result of their disabilities but does not include payment for the supervisory activities
as a normal part of the business setting.

Documentation is maintained in the file of each participant receiving this servitbedlssrvice is not available under a
program funded under section 110 of the Rehabilitation Act of 1973 or the Individuals with Disabilities Education A
U.S.C. 1401 et seq.).

Federal Financial Participation is not claimed for incentive paymerisidéeis, or unrelated vocational training expenss
such as the following:
1. Incentive payments made to an employer to encourage or subsidize the employer's participation in a supported
employment program;

2. Payments that are passed through to usergppbsted employment programs; or
3. Payments for training that is not directly related to an individual's supported employment program.

This service does not include continuous, ibeign 1:1 support to enable an individual to complete work activities.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery A | Participanidirected as specified in Appendix E X | Provider
Method (check each tha managed
applies)
Specify whether the service may be| A | Legally Responsible | X | Relative| A | Legal Guardian
provided by(check each that applies Person

Provider Specifications
Provider A Individual. List types: X Agency. List the types of agencies:
Category(s) . ) )
(check one or CommunityBased Employment Saces Provider
both.

Provider Qualifications
Provider Type: License(specify) Certificate(specify) Other Standaréspecify)

State: Appendix G1: 16
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Community-
Based
Employment
Services
Provider

Any not-for-profit or proprietary organization
that becomes qualified througfiie open
Integrated Employment Services procuremen
process and, as such, has demonstrated the
experience and ability to successfully provide
five components of supported employment
programs, including Intake, Evaluation and
Assessment, Jebargeted Educatn and Skills
Training Activities, Job Development and
Placement, Initial Employment Supports and
Ongoing and Interim Supports, as specified b
the Executive Office of Health and Human
Services (EOHHS) and to meet, at a minimun|
the following requirements

Program:

Experience providing supported employment
services to individuals with brain injuries.
Demonstrated experience and/or willingness 1
work effectively with EHS or its designee, with
the

Case Managers responsible for oversight and
monitoring ofthe participants receiving these
services, with the participants and their
family/significant others.

Adequate organizational structure to support 1
delivery and supervision of supported
employment services, including:

- Ability to appropriately assegsmrticipants
needs; obtain evaluative consultations; provid
job development, matching and placement
services; ensure necessary supports for
employment (coaching/counseling/ training,
transportation, accommodations, assistive
technology); provide initiadnd extended
supports to maintain job stability and retention
as appropriate; and respond to crisis situation

- Demonstrated ability to produce timely,
complete and quality documentation including
but not limited to assessments, incident repor
progress reports and prograspecific service
plans.

- Demonstrated compliance with health and
safety standards, as applicable.

- Demonstrated ability to work with and have
established linkages with community employsg

State:
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proven participant marketing/employartoeach
strategies; developed employer education
materials; plan for regular and -gioing
employer communication.

- Demonstrated compliance with health and
safety, and Department of Labor standards, a
applicable.

Staff and Training:

Experience recruitimand maintaining qualified
staff; assurance that all staff will be CORI
checked;

policies/practices which ensure that:
- There is a team approach to service delivery
- Program management and staff meet the

minimum qualifications established by EHS a
understand the principals of participant choicq
as it relates to those with cognitive impairmen

Quality:
Ability to meet all requirements for operating 3
high quality program, as specified by EHS or
designee; ability to provide program and

participant quality data and reports, as require

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification
CommunityBased Massachusetts Rehabilitation Commission Everytwo years, or prior to
Employment Serviceg utilization of sevice
Provider

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readdplevalCMS upon request
through the Medicaid agency or the operating agency (if appkgabl

Service Specification

ServiceTitle : Adult Companion

Service Type: 9 Statutory 3 Extended State Plan X Other

8 X Service is included in approved waiver. There is no change in service specifications.

X2 Service is included in approved waiver. The service specifications have been modified.

5 Service is noincluded in approved waiver.

Service Definition(Scope)
Non-medical care, supervision and socialization, provided to a functionally impaired adult. Companions may assis
supervise the participant with such tasks as meal preparation, laundry apshgh®pe provision of companion serviceq

State: Appendix G1: 18
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does not entail hanesn nursing or ADL care. Providers may also perform light housekeeping tasks that are inciden
the care and supervision of the participant. This service is provided in accordance witpatutic goal in the service
plan.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:
Service Delivery A | Participantdirected as specified in Appendix E X | Provider
Method (check each tha managed
applies)
Speify whether the service may be | A | Legally Responsible | X | Relative| A | Legal Guardian
provided by(check each that applies Person
Provider Specifications
Provider X Individual. List types: X Agency. List the types of agenes:
Category(s) - . . . .
Individual Aide Adult CompaniorProvider Agencieslealth-Care
(check one or os
both). LYERGIE
‘ Human-Services-Agencies
Provider Qualifications
Provider Type: License(specify) Certificate(specify) Other Standaréspecify)
Adult Companion Any notfor-profit or proprietary organization
Provider that becomes qualified through th&kC
Agenciesdealth EOHHSopen procurement process, and as s\
_g_g Iﬂ o has successfully demonstrated, at a minimum
the following:
- Education, Training, Supervision: Providers
must ensure effective training of staff membe
in all aspects of their job duties, including
handling emergency situations. Providers are
responsible for ensuring staff are trained on
applicable regulations and policies governing
waiver service delivery ahthe principles of
participant centered care. Agencies must havi
established procedures for appraising staff
performance and for effectively modifying pod
performance where it exists.
- Adherence to Continuous QI Practices:
Providers must have establkghstrategies to
prevent, detect, and correct problems in the
quality of services provided and to achieve
service plan goals with individual participants
by providing effective, efficient services.
Providers must have the ability to meet all
requirementsdr operating a high quality
program, as specified by EHS or its designee
and ability to provide program and participant
State: Appendix G1:19
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quality data and reports, as required.

- Availability/Responsiveness: Providers must
be able to initiate services with little or no ael
in the geographical areas they designate.

- Confidentiality: Providers must maintain
confidentiality and privacy of consumer
information in accordance with applicable law
and policies.

- Policies/Procedures: Providers must have
policies and procedusdahat include: Participant
Not at Home Policy; Participant Emergency in
the Home Policy; and that comply with the
applicable standards under 105 CMR 155.00(
(Department of Public Health regulations
addressing patient and resident abuse
prevention, repontg, investigation, and registr
requirements) for the prevention, reporting an
investigation of patient abuse, neglect, and
mistreatment, and the misappropriation of
patient property by individuals working in or
employed by an adult companion agency ak
as policies that comply with applicable
regulations of the Disabled Persons Protectio
Commission found at 118 CMR 1.00 to 14.00
(the Statebs Disabl e
Commission regulations that describe the
purpose, rules, and process regarding @bus
allegations for people with disabilities) and thq
Elder Abuse Reporting and Protective Servicq
Program found at 651 CMR 5.00 et seq (the
Executive Office of
Reporting and Protective Services Program
Regulations).

- Individuals employed as Adult Companions
must meet requirements for individuals in suc
roles, including, but not limited to, must: have
been CORI checked; have life or work
experience providing services to individuals
with disabilities; ability to handle emergency
situations, set limits, and communicate
effectively with participants, families, other
providers and agencies; and have the ability t
meet legal requirements in protecting
confidential information.

Individual Aide Individuals who provide Adult Compaoni
services must have become qualified through
MRC open procurement process and must m
requirements for individuals in such roles,

State: Appendix G1: 20
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including: having been CORI checked, have |
or work experience providing services to
individuals with disabilitieshave the ability to
handle emergency situations; set limits, and
communicate effectively with participants,
families, other providers and agencies; and ha
the ability to meet legal requirements in
protecting confidential information.

State: Appendix G1: 21
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Verification of Provider Qualifications

Provider Type:

Entity Responsible for Verification:

Freguency of Verification

Adult Companion
Provider

Agenciesiealth-Care
Agencies

Massachusetts Rehabilitation Commission

Monthly review of participant
progress reports by Case Manage
with any issues reported to Case
Manager Supervisor for followp.
The Case Manager Supervisor
meets with thegency staff twice a
year.

The agency will be reviewed ever)
two years.

Individual Aide

Massachusetts Rehabilitation Commission

Case Manager will review
participant Progress Reports on a
monthly basis to identify any issug
related to work of individal aide.

In addition, Case Manager
Supervisor will conduct a review g
all information that may be

State:
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aggregated related to individual
aide performance to identify
problems twice per year.

C-1/C-3: ServiceSpecification

State laws, regulations and policies referenced in the specification are readdplevailCMS upon request
throudh the Medicaid agency or the operating agency (if applicable).

Service Specification

Service: Day Services

Service Type: 9 Statutory 3 Extended State Plan X Other

5 Service is included in approved waiver. There is no change in service specifications.
X Service is included in approved waiver. The service specifications have been modified.

5 Service is noincluded in approved waiver.

Service Definition(Scope)

Day Services provide structured day activities tai
the acquisition, improvement, and/or retention of skills and abilillag. Services are individually designed around
consumer choice and preferences with a focus on im
as independently as possible in the community. Day Services often include assisteaaedctivities of daily living and
functional skills; language and communication training; compensatory, cognitive and other strategies; interpersong
recreational/socialization skills and other skills traindngh as negotiation and managdifficult or complex community
relationshipgo prepare the individual to undertake various community inclusion activities. This service may remforg
not duplicatesome aspects of other waiver and state plan services by allowing individuals tuedatstrengthen skills,
which are necessary for greater independence, productivity and community inclusion.

Day Services/supports can be provided in a provider operated setting in the community, or, using a small group m
individualized supportthrough a flexible array of community activities that promote socialization, peer interaction, g
community integration.

Day Servicesre-noet-provided-in-a-participant's-residence;dmdot duplicate any services under the State Plan.

Specify applichle (if any) limits on the amount, frequency, or duration of this service:

State: Appendix G1: 23
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Service Delivery A | Participanidirected as specified in Appendix E X | Provider
Method (check each tha managed
applies)

Specify whether the service may be Legally Responsible | X | Relative| A | Legal Guardian
provided by(check eals that applies):

Provider Specifications

Provider A Individual. List types: X Agency. List the types of agencies:
Category(s) _

(check one or Human Service Agency

both): Rehabilitation Agency

‘ Brain Injury Community Center

Provider Qualifications

Provider Type: License(specify) Certificate(specify) Other Standaréspecify)
Human Service Any not-for-profit or proprietary organization
‘A;encys ! that becomes qualified through th&R€

EOHHS open procurement process, and as s
has successfully demonstrated, at a minimumn
the following: Program and Physical Plant:

Understanding and compliance with all requirg
policies, procedures, and physical plant
standards.

Experience providing funainal, community
based services and living skills training to
persons with traumatic brain injuries and
understanding of the philosophy of maximizin
independence, participant participation,
community integration and a comprehensive
blend of services for th population.

Demonstrated experience and/or willingness 1
work effectively with EHS or its designee and
with the Case Managers responsible for
oversight and monitoring of the participants
receiving these services.

Adequate organizational structurestapport the
delivery and supervision of day services,
including:- Demonstrated ability to plan and
deliver services in the prescribed settings.

- Demonstrated ability to produce timely,
complete and quality documentation including
but not limited to assements, incident reports,
progress reports and prograpecific service
plans.

- Demonstrated compliance with health and
safety, accessibility standards and the ADA, ¢

State: Appendix G1: 24
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applicable.

Staff and Training:

Demonstrates a team approach to service
delivery including the ability to define, track an
monitor service interventions that meet
participant goals and objectives

Ability to access relevant clinical support as
needed

Experience recruiting and maintaining qualifie
staff; assurance that all staff will be COR
checkedpolicies/practicesvhich ensure that:
- There is a team approach to service delivery
- Program management and staff meet the
minimum qualifications established by EHS al
understand the principles of participant choicd
it relates to those witcognitive impairments

Quality:
Ability to meet all requirements for operating a
high quality program, as specified by EHS or
designee; ability to provide program and
participant quality data and reports.

Compliance with the licensure and certifioat
standards of another Executive Office of Heal
and Human Services agency (or example
Department of Development Services
requirements at 115 CMR 7.00 & 8.00 or
Department of Mental Health requirements at
104 CMR 28.00 Subpart B) may be substitute
for the above qualifications.

Rehabilitation
Agency

Any not-for-profit or proprietary organization
that becomes qualified through thERC

EOHHSopen procurement process, and as s\
has successfully demonstrated, at a minimum
the following: Program andiysical Plant:

Understanding and compliance with all requirg
policies, procedures, and physical plant
standards.

Experience providing functional, community
based services and living skills training to
persons with traumatic brain injuries and
understanihg of the philosophy of maximizing
independence, participant participation,
community integration and a comprehensive
blend of services for this population.

Demonstrated experience and/or willingness {

State:
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work effectively with EHS or its designee and
with the Case Managers responsible for
oversight and monitoring of the participants
receiving these services.

Adequate organizational structure to support §
delivery and supervision of day services,
including:- Demonstrated ability to plan and
deliver servies in the prescribed settings.

- Demonstrated ability to produce timely,
complete and quality documentation including
but not limited to assessments, incident repor
progress reports and prograpecific service
plans.

- Demonstrated compliance with Hhigssand
safety, accessibility standards and the ADA, 3
applicable.

Staff and Training:

Demonstrates a team approach to service
delivery including the ability to define, track a
monitor service interventions that meet
participant goals and objectives.

Ability to access relevant clinical support as
needed.

Experience recruiting and maintaining qualifie
staff; assurance that all staff will be CORI
checked; policies/practices which ensure that
- There is a team approach to service delivery
- Program marmgement and staff meet the
minimum qualifications established by EHS al
understand the principles of participant choicd
it relates to those with cognitive impairments.

Quality:
Ability to meet all requirements for operating &
high quality program, agpecified by EHS or its
designee; ability to provide program and
participant quality data and reports.

Compliance with the licensure and certificatio
standards of another Executive Office of Heal
and Human Services (EOHHS) agency (or
example Departmermtf Developmental Service
requirements at 115 CMR 7.00 & 8.00 or
Department of Mental Health requirements at
104 CMR 28.00 Subpart B) may be substitute
for the above qualifications.

Brain Injury

Community
Center

Providers must be qualified under theal
Injury Community Center RFR.

State:
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Providers must demonstrate experience
providing functional, communitpased serviceq
and living skills training to persons with brain
injuries, and understanding of the philosophy
maximizing independence, participant
participation, community integration and a
comprehensive blend of services for this

population.

Providers are required to have adequate
organizational structure to support the
establishment and delivery of day services,
including:

A Demonstrated ability tplan and
deliver services in the day settings;

A Demonstrated ability to produce timel
complete and quality documentation including
but not limited to assessments, incident repor
progress reports and programecific service

plans;

A Demonstrated contipnce with health
and safety, accessibility standards and the Al
as applicable;

A A staffing and training plan that

demonstrates a team approach to service
delivery including the ability to establish
services that meet participant goals and

objectives.

Providers must have the ability to access
relevant clinical support as needed. The provi
will demonstrate experience recruiting and
maintaining qualified staff; assurance that all
staff will be CORI checked. Providers must
meet all the requirements the MRC Provider
Manual.

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification
Human Service Massachusetts Rehabilitation Commission or otf Annyally
Agency EOHHS agency. For providers licensauti/or

certified by another EOHHS agency, MRC will
verify the status of licensure annually.

Rehabilitation Agency Massachusetts Rehabilitation Commission or ot Apnnually
EOHHS agency. For providers licensed and/or
certified by another EOHHS agendyRC will
verify the status of licensure annually.

State:
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Brain Injury Massachusetts Rehabilitation Commission Annually
Community Center

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readdple to CMS upon request
through the Medicaid agency or the operating agency (if applicable).

Service Specification
Service:Home Accessibility Adaptations

Service Type:d Statutory 3 Extended State Plan X Other

X Service is includedhi approved waiver. There is no change in service specifications.

8 Service is included in approved waiver. The service specifications have been modified.

5 Service is not included in approved waiver.
Service Definition(Scope)

Those physical adagtans to the private residence of the participant or the participants family, required by the parti
service plan, that are necessary to ensure the health, welfare and safety of the participant or that enable thegartid
function with greateindependence in the home. Such adaptations include but are not limited to the installation of rd
and grakbars, widening of doorways, modification of bathroom facilities, or the installation of specialized electric a
plumbing systems that are necegda accommodate the medical equipment and supplies that are necessary for the
of the participant.

This service may also include architectural services to develop drawings and narrative specifications for architecty
adaptations, adaptive equignt installation, and related construction as well as subsequent site inspections to overs
completion of adaptations and conformance to local and state building codes, acceptable building trade standards
specifications.

Excluded are thosedaptations or improvements to the home that are of general utility and are not of direct medical
remedial benefit to the participant. Adaptations that add to the total square footage of the home are excluded from
benefit except when necessary tonpdete an adaptation (e.g., in order to improve entrance/egress to a residence or
configure a bathroom to accommodate a wheelchair).

Also excluded are those modifications which would normally be considered the responsibility of the landlord. Hom
accesibility modifications may not be furnished to adapt living arrangements that are owned or leased by provider:
waiver services.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method | A | Participanidirected as specified in Appendix E X | Provider

(chek each that applies) managed

Specify whether the service may be | A | Legally Responsibld X | Relative| A | Legal Guardian

provided by(check each that applies): Person

Provide Category(s) X Individual. List types: X Agency. List the types of agencies:
State: Appendix G1: 28
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(check one or both)

Architect/Designer

Architect/Design Agencies

Home Accessibility Adaptations
Provider (SeHEmployed)

Home Accessibility Adaptations Agencies

Provider Qualifications

Provider Type: License(specify) | Certificate(specify) Other Standaréspecify)
Architect/Design Any not-for-profit or .proprietary organization
A . that becomes qualified through the MRC ope
gencies
procurement process and as sudlecessfully
demonstrates, at a minimum, the following:
Providers shall ensure that individual worker
employed by the agency have been CORI
checked, and are able to perform assigned
duties and responsibilities.
Staff responsible for architectural drawéng
must be: Licensed architects, certified
designers or draftsmen.
Architect/Designer Any _s_eliemployed provider that becomes
qualified through the MRC open procuremen
process and as such, successfully demonstr
at a minimum, the following:
Staffresponsible for architectural drawings
must be: Licensed architects, certified
designers or draftsmen.
Providers shall submit to a CORI check, and
must be able to perform assigned duties and
responsibilities.
Home If the scope of work Any selfemployed provider that becomes
Accessibilit involves home qualified through the MRC open procuremen
y R
Adaptations modlflt_:atlons, proces;_and as such, supcessfully demonstr
. agencies and at a minimum, the following:
Provider (Sef- individuals employed
Employed) by the agencies mus _ _
possess any Providers shall submit to a CORI check, and
appropriate must be.a_b.l.e to perforassigned duties and
licenses/certification responsibilities.
s required by the
Isrfgfosae'?ﬁé:{ome If the scope of work involves home
modifications, agencies and individuals
Contractor, .
Construction employe_d by the agencies must possess any
Supervisor License appropriate licenses/certifications required b
Plumber 6 s, the state (e.g., Home Improvement Contract
Constuction Supervisor License, Plumbers
State: Appendix G1: 29

Effective Date




Appendix C: Participant Services
HCES Waiver Application Version 3.5

etc.)

license, etc.)

Home
Accessibility
Adaptations
Agencies

If the scope of work
involves home
modifications,
agencies and
individuals employed
by the agencies mug
possess any
licenses/certification
s required by the
state(e.g., Home
Improvement
Contractor,
Construction
Supervisor License,
Plumbers license,
etc.)

Any not-for-profit or proprietary organization
that becomes qualified through the MRC op4
procurement process, and as such, success
demonstrates, at a ninum the following:
Providers shall ensure that individual worker
employed by the agency have been CORI
checked and are able to perform assigned
duties and responsibilities. If the scope of wd
involves home modifications, agencies and
individuals emplogd by the agencies must
possess any appropriate licenses/certificatio
required by the state (e.g., Home Improvemgq
Contractor, Construction Supervisor License
Plumbers license, etc.)

Verification of Provider Qualifications

Provider Type: Entity Respnsible for Verification: Frequency of Verification
Architect/Design Massachusetts Rehabilitation Commission Annually, or prior to utilization
Agencies of service
Architect/Designer Massachusetts Rehabilitation Commission Annually, or prior to utilizatbn

of service

Home Accessibility
Adaptations Provider
(Sel-Employed)

Massachusetts Rehabilitation Commission

Annually, or prior to utilization
of service

Home Accessibility
Adaptations Agencies

Massachusetts Rehabilitation Commission

Annually, or priorto utilization
of service

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readdplevalCMS upon request
throudh the Medicaid agency or the operating agency (if applicable).

Service Specifiation

Service Name:Shared Living i 24 Hour Supports

Service Type: 9 Statutory

3 Extended State Plan X Other

8 Service is included in approved waiver. There is no change in service specifications.

X Service is included in approved waiver. The service specifications have been modified.

5 Service is notricluded in approved waiver.

Service Definition(Scope)

Shared Living 24 Hour Supports is a residential option that matches a participant with a Shared Living caregiver.
arrangement is overseen by a Residential Support Agency. The match betiegraptaand caregiver is the cornerston

State:

Effective Date
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to the success of this model. Shared Living is an individually tailored 24 hour/7 day per week, supportive service.

Shared Living is available to participants who need daily structure and supervision. Shargdndiides supportive
services that assist with the acquisition, retention, or improvement of skills related to living in the community. This
includes such supports as: adaptive skill development, assistance with activities of daily living (ADLs)rang sl
activities of daily living (IADLs), adult educational supports, social and leisure skill development, protective overbig
supervision.

Shared Living integrates the participant tionnthew wil bee

opportunities for | earning, developing and maintai
recreational activities, and personal enrichment. The Residential Support Agency provides regular and ongoing o\
and supervision of the caregiver.

The caregiver lives with the participant at the residence of the caregiver or the participant. Shared Living agencieg
caregivers, assess their abilities, coordinate placement of participant or caregiver, tpovalguidance, supervision
and oversight for caregivers and provide oversight
responsible family member.

Duplicative waiver and state plan services are not available to participaatging Shared Living services. Participants
may only receive one residential support service at a time.

Shared Living services are not available to individuals who live with their immediate family unless the family memt
not legally responsible fahe individual and is employed as the caregiver, or the immediate family member (grandp
parent, sibling or spouse) is also eligible for shared living and had received prior authorization, as applicable. Pay
not made for the cost of room ahdard, including the cost of building maintenance, upkeep and improvement. The
method by which the costs of room and board are excluded from payment is specified in Apendix |

Shared Living may be provided to no more than two participants in a home.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery A | Participantdirected as specified in Appendix E X | Provider
Method (check each tha managed
applies)

p~

Specify whether the service may be X | Relative

provided by (check each that applies

Legally Responsible
Person

Provider Specifications

Legal Guardian

Provider A Individual. List types: X Agency. List the types of agencies:

Category(s) . : .

(check one or Residential Support Agencies

both):

Provider Qualifications

Provider Type: License(specify) Certificate(specify) Other Standaréspecify)

Residential 115 CMR 7.00 Residenal Support Residential Support Agency Provider employg

Support Agencie: (Department of Agency Provider must possess appropriate qualifications as
Developmental employees must have a| evidenced by interview(s), two personal or
Services Standards | High School diploma, professional references and arfinal Offender

State: Appendix G1: 31
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for all Services and | GED or relevant Records Inquiry (CORI), be age 18 years or
Supports) and 115 | equivalencies or older, be knowledgeable about what to do in 4
CMR 8.00 competencies. emergency; be knowledgeable about how to
(Departnent of report abuse and neglect, have the ability to
Developmental communicate effectively in the language and
Services communication stylef the participant, maintairn
Certification, confidentiality and privacy of the consumer,
Licensing and respect and accept different values, nationalit
Enforcement races, religions, cultures and standards of livi

Regulations) or 104
CMR Chapter 28
(Department of
Mental Health
regulations
governing Licensing
and Operational
Standards for
Community
Programs).

Verification of Provider Qualifications

Provider Type: Entity Responsibledr Verification: Frequency of Verification
Residential Support | Massachusetts Rehabilitation Commission Annually, or prior to utilization
Agencies of services.

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the sped@ifn are readily avaible to CMS upon request
throudh the Medicaid agency or the operating agency (if applicable).

Service Specification

Service: Specialized Medical Equipment

Service Type: 9 Statutory 3 Extended State Plan X Other

5 Service is included in approved waiver. There is no change in service specifications.

X Service is included in approved waiver. The service specifications have been modified.

8 Service is not included in approved waiver.
Service Definition(Scope)
Specialized Medical Equipment (SME) includes: (a) devices, controls, or appliances, specified in the plan of care t
enable participants to increase their ability to perform activities of daily living; (b) devices, controls, or appliances {
enable thearticipant to perceive, control, or communicate with the environment in which he/shéd istive
technology devices that enable theaticipantto engagen waiver servicesnd service planningemotelyvia telehealth
(ed) items necessary foifdé support or to address physical conditions, including ancillary supplies and equipment ng
for the proper functioning of such itemsg] such other durable and ndnrable medical equipment not available undel

the State plan that is necessaryddrass participant functional limitations; anef) (hecessary medical supplies not
available under the State plan.

In addition to the acquisition of the Specialized Medical Equipment itself this service may include:
- Evaluations necessary for the sel@at design, fitting or customizing of the equipment needs of a participant
- Customization, adaptations, fitting, ag#, maintenance or repairs to the equipment or devices

State: Appendix G1: 32
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- Temporary replacement of equipment

- Training or technical assistance for thetjggpant, or, where appropriate, the family members, guardians, or other
caregivers of the participant on the use and maintenance of the equipment or devices.

Items reimbursed with waiver funds are in addition to any medical equipment and suppliéetuumider the State Plan
and exclude those items that are not of direct medical or remedial benefit to the participant. All items shall meeeay
standards of manufacture, design and installation. This service does not include vehicle modifichtiome accessibility,

adaptations.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery

Method (check each tha

applies)

P>

Participantdirected as specified in Appendix E X

Provider
managed

Specfy whether the service may be
provided by(check each that applies

Provider
Category(s)
(check one or
both}.

X Individual. List types: X

p2
p2

Legally Responsible | X | Relative
Person

Provider Specifications

Legal Guardian

Agency. List the types of agendge

Individual Assistive Technology

Provider

Pharmacies

Assistive Technology Agencies

Medical Equipment Supiers

Qualified Business

Provider Qualifications

Provider Type:

License(specify)

Certificate(specify) Other Standar@specify)

Pharmacies

- Assessment, evaluation, training, and
consultation on functional capacities and
rehabilitation technology needs shall be
performed by personnel trained and skilled in
the application of rehabilitation technology an
meeting applicable licensiray certification
requirements of the Commonwealth of
Massachusetts

- Providers shall ensure that individual worker
employed by the agency have been CORI
checked, and are able to perform assigned dd
and responsibilities.

- Providers of specialized miedl equipment
and supplies must ensure that all devices and
supplies have been examined and/or tested b
Underwriters Laboratory (or other appropriate
organization), and comply with FCC
regulations, as appropriate.

Individual
Assistive

Assessment, evaluation, training, and
consultation on functional capacities and
rehabilitation technology needs shall be

State:
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Technology performed by personnel trained and skilled in
Provider the application of rehabilitation technology an
meeting applicable licensing or dédation
requirements of the Commonwealth of
Massachusetts.

Individuals who provide Assistive Technology
must: have been CORI checked and
communicate effectively with participants,
families, other providers and agencies; have
ability to meet legal requéments in protecting
confidential information.

Individuals providing services must have:
-Bachelorés degree in
field and at least one year of demonstrated
experience providing adaptive technological
assessment or training; or

-Abachel ordéds degree i
human service field with at least two years of
demonstrated experience providing adaptive
technological assessment or training; or

- Three years of demonstrated experience
providing adaptive technological assessnent
training.

Individuals providing services must also have
- Knowledge and experience in the evaluation
the needs of an individual with a disability,
including functional evaluation of the individug
in the individual 8s

- Knowledge and experience in the purchasin
or otherwise providing for the acquisition of
assistive technology devices by individuals wi
disabilities.

- Knowledge and/or experience in selecting,
designing, fitting, customizing, adapting,
applying, maintainingrepairing, or replacing
assistive technology devices.

- Knowledge and/or experience in coordinatin
and using other therapies, interventions, or
services with assistive technology devices.

- Knowledge and/or experience in training or
providing technicahssistance for an individual
with disabilities, or, when appropriate, the
family of an individual with disabilities or othel
providing support to the individual.

- Knowledge and/or experience in training
and/or providing technical assistance for
professimals or other individuals whom provid
services to or are otherwise substantially
involved in the major life functions of
individuals with disabilities.

State: Appendix G1:34
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Assistive - Assessr_nent, evalua_ltion, trair_1i_ng, and
Technology consultation on functionalpacities and
A . rehabilitation technology needs shall be
YelnlEles performed by personnel trained and skilled in
the application of rehabilitation technology an
meeting applicable licensing or certification
requirements of the Commonwealth of
Massachusetts
- Provides shall ensure that individual worker
employed by the agency have been CORI
checked, and are able to perform assigned dd
and responsibilities.
- Providers of specialized medical equipment
and supplies must ensure that all devices and
supplies have beeexamined and/or tested by
Underwriters Laboratory (or other appropriate
organization), and comply with FCC
regulations, as appropriate.

Staff providing services must have:
-Bachelorébés degree in
field and at least one year of denstrated
experience providing adaptive technological
assessment or training; or

-A bachelords degree
human service field with at least two years of
demonstrated experience providing adaptive
technological assessment or training; or

- Three years of demonstrated experience
providing adaptive technological assessment
training.

Individuals providing services must also have
- Knowledge and experience in the evaluation
the needs of an individual with a disability,
including functonal evaluation of the individua
in the individual 6s

- Knowledge and experience in the purchasin
or otherwise providing for the acquisition of
assistive technology devices by individuals wi
disabilities.

- Knowledge and/or expince in selecting,
designing, fitting, customizing, adapting,
applying, maintaining, repairing, or replacing
assistive technology devices.

- Knowledge and/or experience in coordinatin
and using other therapies, interventions, or
services with assistivieechnology devices.

- Knowledge and/or experience in training or
providing technical assistance for an individug
with disabilities, or, when appropriate, the
family of an individual with disabilities or othel
providing support to the individual.

- Knowledge and/or experience in training
and/or providing technical assistance for
professionals or other individuals whom provi
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services to

Medical - Assessment, evaluation, training, and
Equipment consulltati.on on functional capacities and
S liers rehabilitation technology net_ads shall be_ _
upp performed by personnel trained and skilled in
the application of rehabilitation technology an
meeting applicable licensing or certification
requirements of the Commonwealth of
Massachusetts
- Providers shall ensure thatividual workers
employed by the agency have been CORI
checked, and are able to perform assigned dd
and responsibilities.
- Providers of specialized medical equipment
and supplies must ensure that all devices and
supplies have been examined and/staé by
Underwriters Laboratory (or other appropriate
organization), and comply with FCC
regulations, as appropriate.

ualified Meet applicable State requlation_s and ind_ustr
m standards for type of goods/services provided

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification
utilization of service
Individual Assistive | Massachustts Rehabilitation Commission Every two years, or prior to
Technology Provider utilization of service
Assistive Technology| Massachusetts Rehabilitation Commission Every two years, or prior to
Agencies utilization of service
Medical Equipment | Massachusetts Rehahaktion Commission Every two years, or prior to
Suppliers utilization of service
Qualified Business Massachusetts Rehabilitation Commission Every two years, or prior to

utilization of service

C-1/C-3: Service Specification

State laws, regulations and policiesereinced in the specification are readily aafalié to CMS upon request
throudh the Medicaid agency or the operating agency (if applicable).

Service Specification

Service Name:Transitional Assistance

Service Type:d Statutory 8 Extended State Plan X Other

3 Service is included in approved waiver. There is no change in service specifications.

X Service is included in approved waiver. The service specifications have been modified.
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- 5 Service is notricluded in approved waiver.

Service Definition(Scope)

Transitional Assistance services are-mecurring personal household g1 expenses for individuals who are transition
from a nursing facility or hospital or other providgperated living arragement to a community living arrangement, wh
the participant is directly responsible for his or her owrupetxpenses. Allowable expenses for Transitional Assistandg
services are those necessary to enable a person to establish a basic houselootbtltainstitute room and board and
may include: (a) assistance with housing search and housing application processes; (b) security deposits that are
obtain a lease on an apartment or home; (c) assistance arranging for and supportindsioé tihetanove; (d) essential
personal household furnishings required to occupy and use a community domicile, including furniture, window co\
food preparation items, and bed/bath linens; (eupdtes or deposits for utility or service accesduiting telephone
service, electricity, heating and water; (f) seraoni
|and onetime cleaning prior to occupancy; (g) moving expenses; (h) necessary home accessibility adapttions;
activities to assess the need for, arrange for and procure needed resources related to personal household expens
specialized medical equipment, or community serviead(j) assistive technology devices that enable the individual tg
participatein planning their transition remotely/via telehealth if necessergnsitional Assistance services are furnisheq
only to the extent that they are reasonable and necessary as determined through the service plan development pr
clearly identified mn the service plan, and when the participant is unable to meet such expense or the services cann
obtained from other sources. Transitional Assistance services do not include monthly rental or mortgage expense
regular utility charges; and/or hisehold appliances or items that are intended for purely diversional/recreational pur
Transitional Assistance services are furnished only to the extent that they are reasonable and necessary as deter
through the service plan development procassgclearly identified in the service plan, and when the participant is ung
to meet such expense or the services cannot be obtained from other sources. Transitional Assistance services do
monthly rental or mortgage expenses; food, regullityicharges; and/or household appliances or items that are inten
for purely diversional/recreational purposes.

Transitional Assistance services may not be used to pay for furnishing living arrangements that are owned or leas
waiver provider vinere the provision of these items and services are inherent to the service they are already providi

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Transitional Assistance Services include only thosereaoring set up expenses incurred during the 180 days prior td
discharge from a nursing facility or hospital or another provigesrated living arrangement to a community living
arrangement or during the period following such a transition during which tteigent is establishing his or her living
arrangement. Home accessibility adaptations are limited to those which are initiated during the 180 days prior to d

FFP may not be claimed for this service until the participant is enrolled in therwaive

Service Delivery A | Participanidirected as specified in Appendix E X | Provider
Method (check each tha managed
applies)
Specify whether the service may be| A | Legally Responsible | X | Relative| A | Legal Guardian
provided by(check each that applies Person

Provider Specifications
Provider A Individual. List types: X Agency. List the types of agencies:
Category(s) - - .
‘(check one or CertifiedQualified Business
both):

Provider Qualifications

State: Appendix G1: 37
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Provider Type: License(specify) Certificate(specify) Other Standar@specify)
Certified Certified Business. Will meet applicable State regulations and

ualified mdu_stry standards for type of goods/services
gms provided.

Verification of Provider Qualifications

Provider Type: Entity Responsible foVerification: Frequency of Verification
Business

C-1/C-3: Service Specification
State laws, regulations and policies referenced in the specification are readaplavial®1S upon request
throudh the Medicaid agency or the operating agency (if applicable).
Service Specification
Service: Transportation

Service Type:d Statutory @ Extended State Plan X Other

X Service is included in approved waiver. Theradschange in service specifications.

5 Service is included in approved waiver. The service specifications have been modified.

5 Service is not included in approved waiver.

Service Definition(Scope)

Service offered in order to enable waiver pgptcits to gain access to waiver and other community services, activitie
resources, as specified by the service plan. This service is offered in addition to medical transportation required u
CFR 8431.53 and transportation services under the [gtatedefined at 42 CFR 8440.170(a), and does not replace th
Transportation services under the waiver are offered in accordance with the participants service plan. Whenever
family, neighbors, friends, or community agencies which can prokidesérvice without charge are utilized.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery A | Participantdirected as specified in Appendix E X | Provider
Method (check each tha managed
applies)
Specify whether the service may be| A | Legally Responsible | X | Relative| A | Legal Guardian
provided by(check each that applies Person

Provider Specifications
Provider A Individual. List types: X Agency. List the types ohgencies:
Category(s) . .
(check one or Transportation Provider Agency
both}.

Provider Qualifications

State: Appendix G1: 38
Effective Date




Appendix C: Participant Services
HCES Waiver Application Version 3.5

Provider Type:

License(specify)

Certificate(specify)

Other Standaréspecify)

Transportation
Provider Agency

Any not-for-profit or proprietary organization
that becomes alified through the Human
Services Transportation Brokerage System, g
as such, has successfully demonstrated, at a
minimum the following:

A Driver and Vehicle
of wvalid driverdés |
written certification of vehicle maintenance; ag
of vehicles; passenger capacity of vehicles;
RMV inspection; seat belts; list of safety
equipment; air conditioning and heating; first §
kits; snow tires in winter; and twaay
communication.

A Educat i on, idnrPaovideis n
must ensure effective training of staff membe
in all aspects of their job duties, including
handling emergency situations. Established
procedures for appraising staff performance 3
for effectively modifying poor performance
where it exiss.

A Adherence to Conti
Providers must have established strategies tg
prevent, detect, and correct problems in the
quality of services provided and to achieve
service plan goals with individual participants
by providing effective, effiient services.
Provider must have the ability to meet all
requirements for operating a high quality
program, as specified by EHS or its designee
and ability to provide program and participant
quality data and reports, as required.

A Avai |l ab ivéness: ProviRlersnpust
be able to initiate services with little or no dels
in the geographical areas they designate.

A Confidentiality: P
confidentiality and privacy of consumer
information in accordance with applicable law
and poicies.

A Policies/Procedure
policies and procedures that include: Participd
Not at Home Policy; Participant Emergency in
the Home Policy; and that comply with the
applicable standards under 105 CMR 155.00(
seq (Department of Plib Health regulations
addressing patient and resident abuse
prevention, reporting, investigation, and regist

State:
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requirements) for the prevention, reporting an
investigation of patient abuse, neglect, and
mistreatment, and the misappropriation of
patient poperty; as well as policies that compl
with applicable regulations of the Disabled
Persons Protection Commission found at 118
CMR 1.00 to 14.00 (t
Persons Protection Commission regulations t
describe the purpose, rules, and process
regarding abuse allegations for people with
disabilities) and the Elder Abuse Reporting ar
Protective Services Program found at 651 CM
5.00 et seq (the Executive Office of Elder
Affairsé EIl der Abuse
Services Program regulations).

Verification of Provider Qualifications

Provider Type: Entity Responsible for Verification: Frequency of Verification
Transportation EOHHS Transportation Office Annually
Provider Agency
State: Appendix G1:40
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b. Provision of Case Management Services to Waiver Participast Indicate how case management is
furnished to waiver participantéselect ong

1 Not ap pil Casea mdnagement is not furnished as a distinct activity to W
participants.

Ap p | i icGabd nenagement is furnished as a distinct activityateew participants.
Check each that applies:

A | As a waiver service defined in Appendix3ddo not complete @-c)

As a Medicaid State plan service under 81915(i) of the Act (HCBS as a State Plan Of
Complete item €l-c.

As a Medicaid Statplan service under 81915(g)(1) of the Act (Targeted Case
Management) Complete item €-c.

X | As an administrative activityComplete item €1-c.

>

b2

c. Delivery of Case Management ServicesSpecify the entity or entities thabnductcase management
functionson belalf of waiver participants:

State agency staff from Massachusetts Rehabilitation Commission (MRC)

State: Appendix G1:41
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a. Criminal Hi story and/ or. BalRkagodiben&t aneésthipoht c o
condafctr i mi nal hi story and/ of hbadkgti dumad s i whes tpi
ser ¥isceelseict one)

, |Yes Cri minal hi story and/ or background i
positions (e.g.attpaedannasl) d4d0D3i swtharcths ,suc
(b) the scope of such investigations (e
mandatory investigations have been condu

this descriptoo@Marepm@vrasc tqtbételhe Medi cali
(i f applicabl e):

In accordance with M.G.L. chapter 6, section 172C, the Commonwealth of Massachusetts requires
to obtain Criminal Offender Readinformation (CORI) checks on individuals before they can volunteq
be employed or be referred for employment in an entity providing services to elderly or disabled per
their homes or in a community setting. CORI checks are statewide in scopgliddmm is verified as part
of the contract review process.

All providers of homemaking services to TBI waiver participants are contracted by MRC through thd
standard Executive Office of Elder Affairs Provider Agreement/Notice of Intent to Contract thadich
they agree to operate in compliance with specific terms and conditions including distinct requiremen
comply with both criminal offender registry and patient abuse registry requirements. MRC will requi
providers to certify annually thalheéy have submitted CORI checks on all staff.

MRC conducts annual site visits and reviews documentation to ensure that agencies have completd
criminal background checks as required.

! INo Cri mi mavmblhgkbanyg i nvestigations are n

b. Abuse Regi stry SScerceiefnyi nwhet her the State requir
provide waiver seavintas$ ntelr (ashayllseeatr 8dgrads)e r y

The State maintains an abfusiendrievg idsuta
stry. Speci fy: (a) the entity (enti
s of positions for which abuse regis
r
r

5

ing thaenimgsdahaveg keere conducted.
enced in this odeCsMSr iupptoimo ro eagruee sdvea iMd
the operating agency (if applicabl e):

105 CMR 155.00 establishes a registry to be maintdigetie Massachusetts Department of Public Hed
which contains: 1) the names of individuals who are certified as nurse aides, and 2) sanctions, findi{
adjudicated findings of abuse, neglect, and mistreatment of patients or residents and miséippropri
patient or resident property imposed upon or made against nurse aides, home health aides and hor
for the abuse, neglect, mistreatment of patients or residents or misappropriation of patient or reside
property. Provider agency compliancém105 CMR 155.000 is verified as part of the contract review
process, as applicable.

All providers of homemaking services to TBI waiver participants are contracted by MRC through thd
standard Executive Office of Elder Affairs Provider Agreement/Notidatent to Contract through which
they agree to operate in compliance with specific terms and conditions including distinct requireme

State: Appendix G2: 1
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comply with both criminal offender registry and patient abuse registry requirements.

The MRC will ensure that thgrovisions of the regulation at 101 CMR 15.00, Executive Office of Heal
and Human Services, Criminal Offender Record Checks, are fully met by all entities to which the
provisions are applicable. MRC will ensure that all other mandatory screeningsogperédsmed by
entities providing waiver services under contract to the Commission.

MRC conducts annual site visits and reviews documentation that agencies have completed Abuse
Screening as required.

N o The Statealblowoestmn®ge eminmdgl.ct

c. Services inFacilities Subject t081616(e) of the Social Security ActSelect one

1

No Home andbaoendmusmetyi ces under this wai
to A1616(eDo onfott hiee BRIt da.i i

Ye.s Home andbsestemwsdaiceeyspdovind facilities

Act . The standards that apply to each

avai ta@ablGMS updarmrpoeghbestthe c WMe dirc ati e agpea
appl i €a&bnlpdtleet@®@-c .id .i.i i

Types of Facilities Subject to §1616(e) Complete the following table farach typeof facility
subject to 81616(e) of the Act:

Waiver Service(s) Facility Capacity
Typeof Facility Providedin Facility Limit

N/A

State:
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ii. Larger Facilities: In the case of residential facilitisabject to 81616(dhat serve four or more
individuals unrelated to the proprietor, describe how a home and community character is nagimtaine
these settings.

[N/A |

iii. Scope of Facility Standards For this facility type, pleass peci fy whet her the S
address the followingcheck each that applies)

Topic

Standard Addressed
Admission policies A
Physical environment A
Santation A
Safety A
Staff: resident ratios A
Staff training and qualifications A
Staff supervision A
Resident rights A
Medication administration A
Use of restrictive interventions A
Incident reporting A
Provision of or arrangement for A
necessary hédth services

When facility standards do not address one or more of the topics listed, explain why the standard is
not included or is not relevant to the facility type or population. Explain how the health and
welfare of participants is assured in thenslard aggs) not addressed

N/A

State: Appendix G2:3
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e.

Provision of Personal Care or Similar ASéegat ey
responsi bl e individual is any person who has a
typicallfa)) ntchedparent (biological or adoptive)
child who must provide care to the child or (b)
the ®&ndtender extraordinar yStcdpreey,mast amaegs nof e dief
|l egally responsible individual for the provisio
responsible individual would ordinarily perform
parti Segptandne:

No The State does not make payment to |
care or similar services.

! |Yees The State makes payment to | egally r
similar wsemvarmegqual i fied to Spraviftgree t(If
esponsi bl e inbevipdafuwd reti swhh os enbaly & B B v is @& ¢
rovi éeat ebpol icies that specify the dio
heopi seaxtnr aodr dbwmhegakhyerespamisiow! the nd8lf
h
a

at the provision of services by a Ileg
rtiang@ahhte, controls that aatr ep acympel notyse da
ervi cesAl ssmedceirfeyd i n3 Atpplpe npglé xs &€Cn a | care
payment may be made to | egally r essppeacn sfiilyf

r
P
t
t
P
S

Other St ate Potechesg CBayment for Wai ver Services
GuardianSpecify State policies concerning makin
provision of waiver services ovedSaheécabowe the

1 |IThe State does not make payment to rel
services.

1 |IThe State makes payment t ospeditfriceens/nlae g
when the relative/ guardi an ¢3yp eg ptatooifriceudm
under which ptalyenenypeées onfadeel ati ves/ | ega
madaend the services f or .Saphe ccihf yp atyhmee ncto nnia
to ensure that parymeeanwsi caast speiadsé roend G-1 CA3
each waiver service for which payment ma

Rel atives/ | egal guardi ans may be pai d
rel ative/ |l egalf iguartdo amr oivsi deeu asleir vi c els/-&3
Specify the controls that are employed to ensure that payments are made ¢
services rendered.

Relatives, but not legal guardians, are permitted to provide waiver services. A relatidetrbaya legally
responsible relative and must meet all provider qualifications for the service being provided. Under
circumstances, relatives may provide any of the services included in this waiver without limit. Proviq
agencies are responsible fnsuring that every employee meets sersgjpecific qualifications and must
demonstrate compliance with this during&ite audits. All other requirements under this waiver apply
e.g., services must be provided in accordance with an approved plan.of care

f Ot her $mdadicfyy
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f.  Open Enrollment of Providers. Specify the processes that are employed to assure that all willing and

qualified providers have the opportunity to enroll as waivewniser providersas provided in
42 CFR :A431.51

Any willing and qualified provider has the opportunity to enroll as a provider of waiver services. The
Commonwealthés Executive Office of Health and
1.04) to determine the fiscal health of the provider phdividers must complete this process in order to quali
as a provider of waiver services. Providers must also be deemed qualified by MRC in order to provide sq
by submitting an application that answers specific questions. Prospective providénfofimétion regarding
required qualifications, the provider application process, and other information related to the process of
responding to open procurements online through the Massachusetts contracting system, CommBuys. A
each open procuremgMRC provides information in response to any questions from prospective providef
about qualification requirements and the application process.

MRC's standards ensure that waiver providers possess the requisite skills and competencies to meebfth
the waiver target population. Any participant may choose from among qualified providers who meet both
statebs prequalification and MRC service stand

Quality Improvement: Qualified Providers

As a distinct ¢ omp dmpevemensirategy, prevideSrifoarateordis
the following fields to detail the Stat
a. Methods for Discovery: Qualified Providers

The state demonstrates that it has designed and implemented an adequate system fo
assuring that all waiver services are provided by qualified providers.

i Sub-Assurance:

a. SubAssurance:The State verifies that providers initially and continually meet required

licensure and/or certificatiorstandards and adhere to other standigrprior to their
furnishing waiver services.

i. Performance Measures

q
e

For each performance measure the State will use to assess compliance with the statutory

assurance complete the following. Where possible, include numerator/denominator.

u
0

For each grformance measure, provide information on the aggregated data that will enable
the State to analyze and assess progress toward the performance measure. In this section

provide information on the method by which each source of data is analyzed

statisticaly/deductively or inductively, how themes are identified or conclusions drawn, and

how recommendations are formulated, where appropriate.

State: Appendix G2:5

Effective Date
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Performance
Measure:

QPal. % of contracted waiver service providers required to maintain
licensure/certification, in accordance with waiver specifications, that meet these
specifications. Numerator: # of waiver service providers required to maintain
licensure/certification that adhered to these specifications. Denom: # of
licensed/certified waiver service providers schiuled for review during the reporting
period.

Data Source(Select one) (Several options are listed in thdima application):

| f 60t her o6

i s sel

ect ed,

speci fy:

Responsible Party for
data
collection/generation
(check each that
applies)

Frequency ¢ data
collection/generation
(check each that

applies)

Sampling Approach
(check each that
applies)

X State Medicaid Agency

A Weekly X 100% Review

A Operating Agency A Monthly A Less than 100% Revie|

A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =

A Other X Annually

Specify:

A Continuously and
Ongoing

X Other

A Stratified:
Describe Group
Specify:

Providers are reviewed A OtherSpecify:
o the schedule specifie(

in Appendix C.

Add another Data Sorce for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregation and
analysis

(check each that
applies

Frequency of data
aggregation and
analysis:

(check each that
applies

X State Medicaid Agency

A Weekly

A Operaing Agency A Monthly
A SubState Entity A Quarterly
A Other X Annually
Specify:
A Continuously and
Ongoing
A Other
Specify:
State:

Effective Date

Appendix G2: 6



Add another Performance measure (button to prompt another performance measure)

Sub-Assurance: The State monitemonlicensed/noncertified providers to assure

adherence to waiver requirements.

i. Performance Measures

For each performance measure the State will use to assess compliance with the statutory

assurance complete the following. Where possible, incladenerator/denominator.

For each performance measure, provide information on the aggregated data that will enable

the State to analyze and assess progress toward the performance measure. In this section

provide information on the method by which eaolirse of data is analyzed

statistically/deductively or inductively, how themes are identified or conclusions drawn, and

how recommendations are formulated, where appropriate.

Performance
Measure:

QPDb1. % of nonlicensed/noncertified waiver service providers that meet all
provider qualification requirements specified in the waiver application. Num: # of
contracted nonlicensed/noncertified providers scheduled for review during the
reporting period that demonstrate 100% compliance. Denom: # of contractedon-
licensed/noncertified providers scheduled for review during the reporting period.

Data Sourceg(Select one) (Several options are listed in thdiro@ application):

| f

60therdo is select

ed,

speci fy:

Responsible Party for
data
collection/generabn
(check each that

applies)

Frequency of data
collection/generation
(check each that
applies)

Sampling Approach
(check each that
applies)

X State Medicaid Agency

A Weekly

X100% Review

Ongoing

A Operating Agency A Monthly A Less than 100% Revie
A SubStte Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other A Annually
Specify:
A Continuously and A Stratified:

Describe Group

X Other
Specify:

Providers are reviewed

A OtherSpecify:

State:

Effective Date
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on the schedule
specified in Appendix C

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for Frequency of data
data aggregation and aggregation and

analysis analysis:
(check each that (check each that
applies applies

X State Medicaid Agency A Weekly

A Operating Agency A Monthly

A SubState Entity A Quarterly
A Other X Annually
Specify:
A Continuously and
Ongoing
A Other
Specify:

Add another Performance measure (button to prompt another performance oreas

c

Sub-Assurance: The State implements its policies and procedures for verifying that
provider training is conducted in accordance with state requirements and the approved
waiver.

i. Performance Measures

For each performance measure the State wifle to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable
the State to analyze and assess pgeg toward the performance measure. In this section
provide information on the method by which each source of data is analyzed
statistically/deductively or inductively, how themes are identified or conclusions drawn, and
how recommendations are formuldtevhere appropriate.

Performance QPcl. % of providers of waiver services that conduct and/or participate in training
Measure: in accordance with the State requirements. Numerator: The number of contracted

waiver providers with documentation that staff atended required training.
Denominator: The number of contracted waiver providers scheduled for review
during the reporting period.

Data Source(Select one) (Several options are listed in thdima application):

State:

Appendix G2: 8

Effective Date




60t her o i s

s el

ect ed,

speci f

y .

Responsible Party for
data
collection/generation
(check each that

applies)

Frequency of data
collection/generation
(check each that
applies)

Sampling Approach
(check each that

applies)

X State Medicaid Agency A Weekly X 100% Review
A Operating Agency A Monthly A Less than 100% Revie|
A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other X Annually
Specify:
A Continuously and A Stratified:
Ongoing Describe Group
X Other
Specify:

Residential Habilitathn
providers receive
annual reviews. Other
providers are reviewed
on the schedule as
specified in Appendix C

A OtherSpecify:

Add another Data Source for this performance measure

Data Aggregation and Analysis

Responsible Party for
data aggregdon and
analysis

(check each that

Frequency of data
aggregation and
analysis:

(check each that

applies applies
X State Medicaid Agency A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other X Annually
Specify:
A Continuously ad
Ongoing
A Other
Specify:

Add another Performance measure (button to prompt another performance measure)

State:

Effective Date
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i If applicable, in the textbox below provide any necessary additional information on the
strategies employed by the State to discadentify problems/issues within the waiver
program, including frequency and parties responsible.

Prospective providers must submit documentation supporting their qualification for any service they are 3
to provide. MRCO® s oms antl vedfiestthe doduenpnéatioh atoagwiith the epplication to
ensure that providers in fact meet all qualification standards as a requisite of contracting and prior to proy

services.
b. Methods for Remediation/Fixing Individual Problems
i Descrbe the Stateds met hod for addressing

Include information regarding responsible parties @ENERALmMethods for problem
correction. In addition, provide information on the methods used by the State to document
these items.

The Massachusetts Rehabilitation Commission (MRC) and MassHealth are responsible for ensuring effe
oversight of the waiver program. As problems are discovered with management of the waiver program or
service providers, MRC and MdsHealth will ensure that a corrective action plan is created, approved and
implemented within appropriate timelines. Timelines for remediation will be dependent on the nature and
of the issue to be addressed. Further, MassHealth and MRC aregibptor identifying and analyzing trends
related to the operation of the waiver and determining strategies to addressrglaikty issues.

il Remediation Data Aggregation

Remediationrelated | Responsible Partycheck Frequency of data

Data Aggregation | each that applies) aggregation and
and Analysis analysis:
(including trend (check each that
identification) applies)
X State Medicaid Agency | A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other: Specify: X Annually
A Continuously and
Ongoing

A Other: Specify:

C. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place,
provide timelines to design methods for discovery and remediation related to the assurance
of Qualified Providersthat are currently nofoperational.

No

State: Appendix G2: 10
Effective Date




Yes

Please provide a detailed strategy for assuring Qualified Providers, th
specific timeline for implementing identified strategies, and the parties
responsible for its operation.

State:

Effective Date
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Appendix G4: Additional Limits on Amount of Waiver Services

tional Limits on AmouhndiodatWaiwlket hSeerr vii te s wa i
owing additional I i mi(tcsh eccrk tehaec ha mohuantt aopfp | waeisv)e

Not appelThealst ate does not i mpose a | i mi
as provided -3.n Appendix C

Appl iicTahlel eSt at e i mposes additional | i mit 3

When a | i mi dpecify:s(a) thenpaives servides which the limit applies; (b) the basis

of the limit, including its basis in historical expenditure/utilization patterns and, as applicable, the
processes and methodologies that are used to determine the amount of the limit to which a
parti ci pa are <ulsiects(® howithe lamit will be adjusted over the course of the waiver
period; (d) provisions for adjusting or making exceptions to the limit based on participant health

and welfare needs or other factors specified by the state; (e) the safethetrdse in effect when

the amount of the | imit i s iand(f) hofvpasticizantd aret o me
notified of the amount of the limit

t(s) on SetT(hse)r eofi sSear Miicneist on t he ima
i s aut hori zed for one or mor &dusBpt 4

A |L i
t t
[ ormation.specified above

i m
h a
n f

g2

Prospective I ndividuadallheBedgdget aAmoiumitt on
wai ver ser vi cess pauwtihfaorci Epeadntifiodti pegdanethi nf o r

P>

Budget Limits by LeBa&dedofonSupmoatsessmer
participants are assigned to funding | ewed
servFaogeesish the information specified abaog

X |Ot her TypeThoef Stiamiet .empl oysDasoit ihke tlyeel
i nformation specified above.

Massachusetts imposes ant&r per week limit on the followiset of waiver services, separately, or in
combination: Homemaker, Adult Companion, and Individual Support and Community Habilitation. The
of the limit is to promote use of appropriate sets of services in this Waineluding, for example, that
waiver participants who require services on a 24 hour basis appropriately access Residential Habilitai
Shared Living 24 Hour Supports. This limit may be adjusted as utilization patterns change.

The State may grant exceptions to the limitonal@pba i s i n order to maint
community, to provide respite to a caregiver who lives with the participant, to facilitate transitions to a
community setting from a facility setting or from a proviggrerated community setting toeth par t i
own home, to ensure that an individual at risk for medical facility admission is able to remain in the
community, or to otherwise stabilize a partic
participants awaiting transitn to a residential habilitation setting.

State:
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Participants are notified of the 8%ur per week limit during the service plan development process.
Participants in need of personal assistance services in excess of the limit are referred to residentiat s
the waiver, or to nofwaiver communitybased alternatives such as Adult Foster Care or Assisted Living
Residences.

State:

Appendix G4: 2

Effective Date




Appendix &: Home and CommuniBased Settings

Explain how residential and narsidential settings in this waiver comply witrderal HCB
Settings requirements at 42 CFR 441.301(el®d)and associated CMS guidance. Include:

1. Description of the settings and how they meet federal HCB Settings requirements, at the
time of submission and in the future.

2. Description of the means byhich the state Medicaid agency ascertains that all waiver
settings meet federal HCB Setting requirements, at the time of this submission and ongoing.

Note instructions at Module 1, Attachment #;B Settings Waiver Transition Pl&or description
of setings that do not meet requirements at the time of submission. Do not duplicate that
information here.

The Massachusetts Executive Office of Health and Human Services (EOHHS), the single State Medicaid Agen
convened an interagency workgroup to addhess best to comply with the requirements of the federal Home and
Community Based (HCB) settings requirements at 42 CFR 441.301(5)(4)he Massachusetts Rehabilitation
Commission (MRC), an agency within EOHHS that has primary responsibility fetoelday operation of the TBI
waiver, was a member of the workgroup.

The MRC review and assessment process included: a thorough review of regulations, policies and procedures
service definitions, provider qualifications and quality management and giviesgstems to determine whether the
systemic infrastructure was consistent with the principles of community integration; development of an assessH
that borrowed substantially from the exploratory questions that CMS published; and review of eg@tantial and
nonresidential settings to determine if those settings met standards consistent with the federal HCB settings
requirements.

Based upon the MRC review and assessment, all the@dresidential settings serving participants in the T&iver
were determined to be in compliance with federal HCB settings requirements with the exception of having lega
enforceable leases and entrance doors lockable by the resident of the unit.

MRC developed guidance for providers regarding developmeaesafential agreement documents in June 2016 to
support providers in developing and documenting agreements with individuals. Residential providers complete
executed such agreements with participants by June 2017, and do so as a matter of pigaitice BIRC issued a

policy in January 2016 to address the requirement for locks on unit doors. All residential settings have impleme
locks policy and presently demonstrate full compliance with the Rule.

MRC continues to monitor all residential tieg)s through use of state agency staff who do not provide direct servid
participants. This creates a confifoee monitoring system. In addition, MRC staff conduct annuaittncompliance
evaluations on an egoing basis and will work with provide as needed to maintain compliance.

State: Appendix G5:1
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Appendix D: Particigaentered Planning and Service Delivery
HCBS Waiver Application Version 3.5

Appendix D: Participa@entered Planning

and Service Delivery

Appendix EL: Service Plan Development

St ate PaQGeantcearpeadntSer:v

a Responsibility for S.er viPea RI2anCFRe vied Dlp.nenlt( b) (
responsi bl e f ort htehes ede/vi e¢leo pprheamt aomfd t he( qgqluead k f i ¢
each that applies)

A | Registered nurse, licensed to practice in the State

A | Licensed practical or vocational nurse, acting within the scope of practice under State
law

A | Licensed physican (M.D. or D.O)

A | Case Manager(qualifications specified in Appendix-CT/C-3)

X | Case Manager(qualifications not specified in AppendixGC-3).
Specify qualifications
Case Managers have a Bachelor's degree in social work, human services, nysihtdo gg,
sociology or a related field. Candidates with a Bachelor's degree in another discipline must dem
experience or strong interest in the field of human services via previous employment, internships
volunteer activities and/or additional dies. Three years of experience working with elders and/or
individuals with disabilities in community settings providing direct case management including
performing assessments may be substituted for the degree requirement; experience working wit|
individuals with brain injuries is strongly preferred.

A | Social Worker
Specify qualifications:

A | Other
Fecifythe individualsandtheir qualifications:

b. Service Plan Development Safeguards.
Select one:

X | Entities and/or individuals that have responsibility for service plan development may
not provide other direct waiver services to the participant.

1 Entities and/or individuals that have responsibility for service plan development may
provide other direct waiver services to the participant.

The State has established the following safeguards to ensure that service plan develd
conducted in the best interests of the particip@pecify

State: Appendix D1:1
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Appendix D: Particigaentered Planning and Service Delivery
HCBS Waiver Application Version 3.5

c. Supporting t he Participant. i@8peXdrfwi:ce( aBl atnheDe
infoima that are made available to the partici
appropriate) to direct and be actively engaged
participantdés authority tosdetermine who is incl

The service plan development process is driven by the participant and facilitated by a Case Managel
utilizing a personcentered planning approach and assessment tool designed to promote enabling the
individual to live as independently and sslifficiently as possible and as desired. Throughout the follow
description of the service plan development process, any reference to the participant implies refereng
participantés guardian where one i scedanailaplé thraugh
the waiver, be aware of and know how to access a wide variety of comrhaséy services, as well as wq
collaboratively with other agencies or individuals, as appropriate, in order to explain to participants th
array of waive, Title XIX State Plan, and other services available to meet the participant's needs. Cag
Managers will work with the participant to identify who, in addition to the participant, the participant w|
to include in the service planning process and gweldpment of the Plan of Care (POC).

The Case Manager supports a participant through the entire service planning process. The Service H
Process described in Appendix D produces the Waiver Plan of Care document.

The Case Manager has a discussiontwh t he partici pant prior to |
discretion, other team members such as family and staff also participate in this discussion. The discu
includes:

- An explanation of the service planning process to the gaatityguardian and designated representativel
(such as a family member);

-The participantdéds desired role in the servic
lead the meeting;

- What resources the participant requires to lead dicjgte as the participant desires in the service
planning meeting; Identification of the person's goals, strengths, and preferences regarding services
team members;

- A review of all assessment materials, medical and service records and/otthepasar 6 s pr o
participant's ongoing needs;

- A review of waiver services, state plan and other services available to the participant and how they
and will support his or her needs and goals;

- Identification of additional assessmeritsny, needed to inform the service planning process.

Other preparation includes at the direction of the participant, talking to people who know the participg
such as staff, friends, advocates, and involved family members. In selecting peaaliédpthe Case

Manager respects the participantds wishes abg
process. The Case Manager is responsible for arranging any resources that the participant may requ
or otherwise meaningfyllparticipate in the service planning meeting. When participants cannot

communicate their preferences, Case Managers collect information through observation, inference fr
behavior, and discussions with people who know the participant well. All conegrsatie respectful of the
participant and focus on the person's strengths and preferences. The Case Manager also looks for ¢
ways to focus the team on the unique characteristics of the person and his (or her) situation. The Cad
Manager does this byelping team members think creatively about how they can better support the pe
within the context of the participantds stren

During the service planning consultation, the participant identifies who will be invitbe to¢eting. These

State: Appendix D1: 2
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Appendix D: Particigaentered Planning and Service Delivery
HCBS Waiver Application Version 3.5

individuals constitute the team members. In situations where personal and sensitive issues are discu
certain team members may be invited to only part of the meeting, as the participant prefers. Any issu
attendance at the seceiplanning meeting is addressed by the Case Manager based upon the prefere
the participant.

d Service Plan Devled opment p ®apmim d¢he procése that is usdd to
develop theparticipantcenteredservice plan, including@) who develops the plan, who participates
in the processand the timing of the plan; (lthe types of assessments that are conduotsdpport
the service plan development process, including securing information about participant needs,
preferencesrad goals, and health status; (c) how the participant is informed of the services that are
available under the waivefd) how the plan development process ensures that the service plan
addresses participant goals, needs (including health care reedigeferences; (e) how waiver and
other services are coordinaté€t) how the plan development procgssvides forthe assignment of
responsibilitiesto implement and monitor the plan; andy) how and when the plan is updated,
including when the participaits ne e d &t athea nlgaws , regul ations, and
the service plan develtopn®EMmS uwpdottressg baerdeth ea vide d |
agendYyoepar ating agency (i f applicabl e):

Case Managers follow standard procedurestane frames in performing the intake, assessment, case
conferencing, service planning and review prd
personal goals and preferences are identified and appropriately addressed. Throeghtotvihg
description of the service plan development process, any reference to the participant implies refereng
participantés guardian where one is in place.

Participant needs are identified beginning at referral and continuing through tbe-gemgered service
needs assessment and POC development processes. Through thegqraesed planning process and usi
a stateapproved tool, the service needs assessment will gather information on a participant's goals,
capabilities, medical/skilledunsing needs, support/service needs and need for skill development and/d
training to enhance community integration and increase independence. This includes the opportunityj
employment, engage in community life and control personal resoUifteservice needs assessment refld
the living setting that has been chosen by the waiver participant. The process also identifies informal
available to the participant and all other resources that may be available to assist the partigipsibing
in the community, achieving positive outcomes and avoiding unnecessary utilization of waiver service

The assessment and persamtered planning process address functional domains that reflect the
participant 6s cur r es)including the fallswinggnd goal s/ obj ect
- General Health and Medical management, including medications

- Activities of daily living and personal care supports needs

- Assistive technology and adaptive equipment neé&dssonal goals
- Community living and integradn skills
- Day services/programming

- Leisure/Recreational activities
- Vocational/Avocational activities
- Behavior management needs, as appropridteial/Family activities

The service needs assessment process may, as appropriate, include apundfEychological assessmet]
to evaluate cognitive function, neurobehavioral status and other cognliaedyl functional needs. Other

State: Appendix D1: 3
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assessments may include medical/skilled nursing, rehabilitation and/or a psychopharmacology reviey

The initial assesment is conducted by a Case Manager, and then based on this assessment, the part
they agree, may be referred to other professionals, such as a neuropsychologist, registered nurse, p
or therapist, for further assessment and identificeof needs.

Linked to the participantdés vision, goals and
Care with the participant. The Participant, his/her guardian and other formal and informal supports id
by the participantr@ part of the Team. This may include providers with knowledge and history of servi
the participant. The Case Manager is responsible for providing information and referralvtaiven
services and supports to address identified needs, coordinaticgmantlinicating service plans and chang
to appropriate community agencies and ensuring that waiver participants have access, as eligible, to
public benefits and other community services.

The Case Manager's responsibilities include: facilitatingséineice planning process with the participant 4§
his/her guardian, as appropriate, ensuring the final plan is agreed to and signed by the participant an
addresses his or her expressed and assessed needs. The Case Manager is also responsible dothenor]
participantds satisfaction with the plan and
Additionally, the Case Manager ensures notification to participants/guardians, facilitates subsequent
monitoring meetings, and meetsut i nely with the participant t
identified goals. As needed or as requested by the participant, the Case Manager makes changes to
The Case Manager ensures that the participant receives a copy of thePsiibe

During the service planning process and development of the POC, the Case Manager utilizes the sta
approved persorcenteredneeds s s essment tool to elicit the p
to help the participant identify teamembers. The Case Manager explains programs and services to th
participant/ guardian and assists him or her i
needs and expressed goals. These services will include waiver services andudayMedicaid state plan
services and other supports, both formal and informal. The participant/guardian may choose to identi
people, for example a representative such as a family member or friend, to be present for the assess
and subsagent service planning meetings. The waiver participant/guardian may also choose to exclug
individuals from the service plan development process. If the primary language of the participant, or |
legal guardian, is not English, the information in g&¥\plans must be translated into his/her primary
language, including ASL, and explained with the assistance of an interpreter. If the participant is unal
read or exhibits other cognitive deficits (e.g., memory disorder) which may compromise Hasfitarse to
the service plan, and he or she does not have a guardian, alternative methods (etapiagiishall be
utilized in order to ensure that the information is cognitively accessible.

A POC that has been signed by the participant/guardianugedgn order for the Case Manager to initiat
authorization of waiver services. The Case Manager is responsible for maintaining the Plan of Care i
client record, and for periodically reviewing it with the participant and making modifications asthdédw
participant will receive, at a minimum, a quarterly visit by the Case Manager. The Case Manager may
determine that more frequent visits would be beneficial and visit the participant more frequently if he/
agrees. In addition, if the Case Managee c o mes aware of changes i n |
living circumstances, he or she may suggest that it would be beneficial for other clinical professionals
the participant. The Case Manager will maintain regular contact througtievof means with the
participant between the quarterly visits. The POC may be revised at any point by the Case Manager
participant/ guardi an, based on changes in the

The Case Manager will documentreassessnt s of t he wai ver particidg
with the participant/guardian, family, vendors and any other persons involved with the participant is a|

State:
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documented in the file.

The Case Manager is responsible to ensure the prowdiany reasonable accommodations needed for
participantds and, as appropriate, the famil.y
Accommodations may include personal care assistants, interpreters, translators, physical accessibilit
assistve devices, and transportation. These needs may be coordinated and accessed through a waiv
provider involved with the participant.

Positive Behavioral Supports

Behavioral assessment and the development of a positive behavioral support plennmeegssary to
address the neurobehavioral/neuropsychiatric consequences of brain injury, which are related to the
localization and severity of the injury. For certain individuals, neurobehavioral symptoms may be
complicated by a history of sulasice abuse, pnamorbid psychiatric disorder, seizure disorder, and/or-poq
traumatic stress disorder (PTSD).

Those participants who have identified behavioral health needs should undergo an initial behavioral
assessment and periodic reviews. Should gipediehavioral support plan be indicated it will be develop
only by a |licensed clinician and implemented
participant or, when applicable, his or her guardian.

Positive behavioral suppgptans must always be cognitively accessible and must be reviewed with ang
signed by the participant.

e. Risk Assessment and Mitigation.Specify how potential risks to the participant are assessed during
the sevice plan developnent process and how stegies to mitigate risk are incorporated into the
service plan, subject to participant needs and preferences. In addition, describe how the service plan
development process addresses backup plans and the arrangements that are used for backup.

Risk assessnme and mitigation are a core part of the annual service planning process. The assessme
planning process informs the development of
behavioral health emergencies, as well as public disasteriisié.g., flooding, severe weather, etc.).
Case managers work with participants to identify services or other supports to mitigate potential risk
identified through the assessment process. This information is documented in a formad p&okthais
agreed to by the participant, included in th
Case managers work with the participant's service providers to ensure that the identified risks are
appropriately managed consistent with teevie plan.

In addition to the development of the formalbaclp pl an as part of each
planning process, providers of residential supports are required to have policies and procedures in
address their:

- Risk assessnm¢ processes

- Emergency response and management protocols

- Emergency evacuation safety plans
- Participant elopement from the program

f. Informed Choice of Providers. Describe how participants are assisted in obtaining information
about and seleictg from among qualified providers of the waiver services in the service plan.

State: Appendix D1:5
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As part of the care planning process case management staff review with participants/guardians the r;
waiver and nofwaiver services available to address the individual siiileth needs. The Case Manager

works with the participant to identify any specific preferences or requirements, such as a worker who
a particular language. The Case Manager makes inquiries regarding the availability of workers, discu
options wih the participant (including schedules), and works with the participant to identify the providg
able to meet the requirements and preferences of the waiver participant. The participant ultimately cH
which providers from among those availabléis’ther geographic area will deliver his/her services. The
participant will be advised regarding how to raise concerns about providers, and the Case Manager \
provide information to the participant regarding how to seek assistance from the Case Mdnoadegthe
participant seek the Case Manager's assistance with a provider issue, and how to raise issues with tl
Manager Supervisor if he/she wishes to change Case Managers or has a complaint about the Case |

At each visit Case Managers inguas to the participant's satisfaction with both the services included in
Plan of Care and the service providers. The participant may, at any time, request a change of service
providers or Case Manager.

QT T

ccordance with 42 CFR A441.301(b) (1) (i)

Case Managers will maintain swritten or electronic records for dltjgamts. These files are subject to
sample reviews by MRC. A random sampling method will be utilized to identify waiver participants fol
review. The sample size is intended to meet requirements of a 95% confidence interval-a%d a +/
confidence level. @se Manager Supervisors at MRC will conduct retrospective reviews of assessmen
and service plans for the participant's ISPs annually to ensure that plans are developed in accordand
applicable policies and procedures and that plans ensureatie &ied welfare of waiver participants. This
monitoring and oversight activity ensures that service plans for waiver participants are consistent witl
applicable safeguards and standards of care. Summary findings from these reviews are reportetbby |
MassHealth on an annual basis.

h. Service Plan Review and Update The service plan is subject to at least annual periodic review and
update to assess the appropriateness and adequacy of the services as participant needs change.
Specify the minimumachedule for the review and update of the service plan:

1 | Every three months or more frequently when necessary

L | Every six months or more frequently when necessary

X | Every twelve months or more frequently when necessary

1 | Other schedule
Foecifythe othe schedule

i. Maintenance of Ser vWrciet tRelnanc ofporemss or el ectroni

rocess for Making SSeevAppr ®vValn &GfubfjreDBMéedr cakedt
rocess by which the service plan is made subj

mai nt ained for a mini mum HBdRCFR&WP.420f SBerywe acres pasar

mai nt ai ned b(yc htehcek fegallclincewsijhnagt ap

X | Medicaid agency

A | Operating agency
X

Case manager

State: Appendix D1: 6

Effective Date
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p>2

Other
Specify:

State:

Appendix D1:7

Effective Date




a Service Plan I mplement atSpoenci diyd Mani ttdrei ngnt i t

Appendix E2: Service Plan Implementation and Monitoring

moni t oer iinmgp Itehment ati on of the service plan
and fwpd Ilmem hod(s) that are used; and, (c) t

The Case Manager has overall responsibility for monitoring th&eimgntation of the service plan to ensure |
the participant is satisfied with waiver services, that they are furnished in accordance with the service pld
the participant's needs and achieve their intended outcomes. This is done through pedoeks and update
meetings and ongoing contact with the participant, his/her Care Plan Team, and other service providers
appropriate.

The participant will receive, at a minimum, a quartérhpersonvisit by the case manager. The case managsd
may deérmine that more frequent visits would be beneficial and visit the partigipaetsermore frequently if
the participant agrees. If the case manager becomes aware of changes in the participant's health condit
living circumstances, they may suggtsit it would be beneficial for other clinical professionals to visit the
participant. In addition, the case manager will maintain regular contact with the participant through a var
meange.d., in person oria telephone, videgonferencing, texinessaging, and/ormail, or othersimilar
technology}as needed or requested by the participant, betimegsrsenvisits. The service plan may be revis
at any point by the case manager with the participant, based on changes in the participamtts needs
circumstances.

While MRC promotes empowerment and supports personal choice as a core value, the agency also stri
comprehensive service planning that is responsive to participant needs. Service planning involves the o
process of identificédn, assessment and mitigation of risk. Participants are informed of the identified or
potential risks and are supported by their Care Plan Team around identification of community supports g
strategies as preferred by the participant to minimize thelse wihile ensuring maximum opportunities for se|
sufficiency. One outcome of the risk assessment is the development ofapbpleik. Backup plans vary by
person to reflect their unique circumstances and supports. Individuals and families are pratideid w
information, in an accessible format, to ensure they know who to contact in an emergency situation.

As described in Appendix G, Case Managers are notified by providers, family, participants, and the infor,
supports of an individual of incidetshat occur for individuals on t
Reporting requirements, Case Managers or supervisors are required to review and approve action stepq
the reporting provider to address such incidents. Reported incidentsotig closed until such time as actiof
steps have been approved.

As part of ongoing case management supports, utilization oflgaphans is reviewed quarterly with each
participant to ensure that they continue to be current as well as effectivecasdille. In addition, through thg
review of service plans, the Case Manager Supervisor reviewalpgakns and corresponding case log notg
and/or incident data to further assess the effectiveness clipgolans.

Case Managers conduct quarterly rexgenf the service plan and its continued efficacy in assisting individu
to reach their goals and objectives. Providers submit progress reviews and modifications may be made
necessary.

The Case Manager will review with the participant the eaoigwaiver and nomaiver services available to
address the participant's identified needs and ensure access to services.

At eachin-persenvisit andtelephenecontact, the Case Manager will inquire as to the participant's satisfact
with both the seriges included in their service plan and the service providers. The participant has free ch
service providers and may, at any time, request a change of service providers.

b. Monitoring Safeguards. Select one:

State:

Effective Date
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and

X |Entities and/ or ei maeaisypiodsalbd Iti hayt tlmawmoni
participant health and welfare may
participant.

The

! lEntities and/ or i
andarpicipant hea
participant.

St

best interests of the participatp ec i f y

vidual s t hat have 146

ndi
I t h and wel fare may p

ate has establ ite énsudk thatmenitdrirg lislcanducted ¢n

Quality Improvement: Service Plan

As a distinct ¢ omp dmpeovemensirategy, prevideSrifoartateodis q u a |
the following fields to detail t he Statebs
a. Methods for Discovery: ServicePlan Assurance
The state dmonstrates it has designed and implemented an effective system for reviewing
the adequacy of service plans for waiver participants.
i. Sub-assurances:
a.SubassuranceServicep| ans address all participants?©o

and safetyrisk factors) and personal goals, either by the provision of waiver services or
through other means.

i. Performance Measures

For each performance measure the State will use to assess compliance with the statutory
assurance complete the following. Whepessible, include numerator/denominator.

For each performance measure, provide information on the aggreqgated data that will enable

the State to analyze and assess progress toward the performance measure. In this section

provide information on the nied by which each source of data is analyzed

statistically/deductively or inductively, how themes are identified or conclusions drawn, and

how recommendations are formulated, where appropriate.

Performance
Measure:

SPa2. Service plans are individualizednd reflect participants' goals. Numerator:
The number of waiver participants' files reviewed indicating that a service plan is
individualized and reflects their goals. Denominator: The total number of waiver
participants.

Data Source(Select one) (Sevaroptions are listed in the eline application):Record reviews,

on-site

I f 600Otherdé is selected, specify:

State:

Effective Date
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Responsible Party for | Frequency of data Sampling Approach
data collection/generation | (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
X State Medicaid Agency A Weekly X 100% Review
A Operating Agency A Monthly A Less than 100% Revie
A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other X Annually
Specify:
A Continuously and A Stratified:
Ongoing Describe Group
A Other
Specify:
A OtherSpecify:

Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregatia and

analysis analysis:
(check each that (check each that
applies applies

X State Medicaid Agency A Weekly
A Operating Agency A Monthly

A SubState Entity A Quarterly
A Other X Annually
Specify:
A Continuously and
Ongoing
A Other
Specify:

b.Sub-assurance: The State mowits service plan development in accordance with
policies and procedures.

i. Performance Measures

Performance SPal. The Case Manager completes an approved needs assessment tool for all wa
Measure: participants. Numerator: The number of waiver participants with approved needs

State:
Effective Date
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assessment completed. Denominator: Total number of waiver participants.

Data Source(Select one) (Several options are listed in theima application):Record reviews,
onsite

Il f 60Ot herdé is selected, specify:
Resmnsible Party for | Frequency of data Sampling Approach
data collection/generation | (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
X State Medicaid Agency A Weekly X 100% Review
A Operating Agency A Monthly A Less than 100% Revie
A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other X Annually
Specify:
A Continuously and A Stratified:
Ongoing Describe Group
A Other
Specify:
| A OtherSpecify:
J

Data Aggregation and Analysis
Responsible Party for Frequency of data
data aggregation and aggregation and

analysis analysis:
(check each that (check each that
applies applies

X State Medicaid Agency A Weekly
A Operating Agency A Monthly

A SubStateEntity A Quarterly
A Other X Annually
Specify:
A Continuously and
Ongoing
A Other
Specify:
C. Sub-assurance: Service plans are updated/revised at least annually or when
warranted by changes in the waiver particip

i. Performance Measures

State:

. Appendix D2: 4
Effective Date




Performance
Measure:

SPa3. Service plans are individualized and reflect participants' identified needs, as
outlined in the needs assessment tool, either through waiver or nemaiver services.

o ffeviewed iindicating thatar t i
service plan is individualized and reflects their identified needs. Denominator: The

Numer at or :

The

number

total number of waiver participants.

on-site

Data Source(Select one) (Several options are listed in theéima application):Record reviews,

| f 60t her o i s

sel ect

ed,

speci fy:

Responsible Party for
data
collection/generation
(check each that

applies)

Frequency of data
collection/generation
(check each that
applies)

Sampling Approach
(check each that
applies)

X State Medicaid Agency

A Weekly

X 100% Review

A Operating Agency A Monthly A Less than 100% Revie|

A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =

A Other X Annually

Specify:

A Continuously and
Ongoing

A Other
Specify:

A OtherSpecify:

A Stratified:
Describe Group

Data Aggregation and Analysis

analysis

applies

Responsible Party for
data aggregation and

(check each that

Frequency of data
aggregation and
analysis:

(check each that
applies

X State Medicaid Agency A Weekly

A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other X Annually
Specify:
A Continuously and
Ongoing
A Other
Specify:
State:

Effective Date
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d. Sub-assurance: Services are delivered in accordance with the service plan,
including the type, scopenaount, duration and frequency specified in the service plan.

i. Performance Measures

Performance
Measure:

No longer needed in new QM system.

Data Source(Select one) (Several options are listed in thdima application):

| f

0 Ot h er (ecifys

sel ect

ed, S

Responsible Party for
data
collection/generation
(check each that

Frequency of data
collection/generation
(check each that
applies)

Sampling Approach
(check each that
applies)

applies)

A State Medicaid Agenc] A Weekly A 100% Review

A Opeating Agency A Monthly X Less than 100% Reviey

A SubState Entity A Quarterly A Representative

Sample; Confidence

J Interval =

X Other A Annually

Specify:

No longer needed. A Continuously and A Stratified:

Ongoing

Describe Group

X Other
Spediy:

No longer needed.

X Other Specify:

J
|
|

No longer needed.

Data Aggregation and Analysis

Responsible Party for
data aggregation and

Frequency of data
aggregation and

Specify:

analysis analysis:

(check each that (check each that
applies applies

A Stae Medicaid Agency A Weekly

A Operating Agency A Monthly

A SubState Entity A Quarterly

X Other A Annually

No longer needed.

A Continuously and
Ongoing

X Other
Specify:

State:

Effective Date
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| No longer needed.

e. Sub-assurance: Paticipants are affordedchoice letween/among waiver services and

providers.

i. Performance Measures

Performance
Measure:

SPcl. % of service plans that are completed and/or updated annually. Numerator:
Number of waiver participants with documented review/update of service plan
within past year. Denominator: Total number of waiver participants.

on-site

Data Source(Select one) (Several options are listed in thdiro@ application):Record reviews,

| f

60t her o i s

s el

ect ed,

speci fy:

Responsible Party for
data
collection/ganeration
(check each that

Frequency of data
collection/generation
(check each that

applies)

Sampling Approach
(check each that
applies)

applies)
X State Medicaid Agency A Weekly X 100% Review
A Operating Agency A Monthly A Less than 100% Revie|
A Sub-State Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other X Annually
Specify:
A Continuously and A Stratified:
Ongoing Describe Group
A Other
Specify:

A OtherSpecify:

Data Aggregation and Analysis

Resmnsible Party for
data aggregation and

Frequency of data
aggregation and

analysis analysis:
(check each that (check each that
applies applies

X State Medicaid Agency

A Weekly

A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other X Annually
Specify

State:

Effective Date
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A Continuously and

Ongoing
A Other
Specify:
e. Sub-assurance: Pdicipants are afforded choicediween/among waiver services and
providers.
i. Performance Measures
Performance SPd1. % of participants who are receivingservices according to the type, amount,
Measure: frequency, duration and scope identified in their plan of care. Numerator: Number

of participants who are receiving services according to the type, amount, frequency
duration and scope in their plan of care. Denomiator: Total number of waiver

participants.

on-site

Data Source(Select one) (Several options are listed in theima application):Record reviews,

| f

60t her 6 i

s select

ed,

speci fy:

Responsible Party for
data
collection/generation
(check each that
applies)

Frequency of data
collection/generation
(check each that
applies)

Sampling Approach
(check each that
applies)

X State Medicaid Agency

A Weekly

X100% Review

A Operating Agency A Monthly A Less than 100% Revie
A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other X Annually
Specify:
A Continuously and A Stratified:
Ongoing Describe Group
A Other
Specify: ‘

A OtherSpecify:

|

Data Aggregation and Analysis

Responsible Party for
data aggegation and
analysis

(check each that
applies

Frequency of data
aggregation and
analysis:

(check each that
applies

State:

Effective Date
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X State Medicaid Agency

A Weekly

A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other X Annually
Specify:
A Continuosly and
Ongoing
A Other
Specify:
e Sub-assurance: Pdicipants are afforded choiceddween/among waiver services and
providers.
i. Performance Measures
Performance SPel. Waiver participants are aware of all services available throtgthe waiver and
Measure: receive a listing of the available providers as indicated by their signature on TBI

Service Listing acknowledgement form. Numerator: The number of waiver
participants' records that contain a signed acknowledgement form. Denominator:

Total number of waiver participants.

on-site

Data Source(Select one) (Several options are listed in theéima application):Record reviews,

| f

60t her 6 i

s select

ed,

speci fy:

Responsible Party for
data
collection/generation
(check each that
applies)

Frequency of data
collection/generation
(check each that
applies)

Sampling Approach
(check each that

applies)

X State Medicaid Agency

A Weekly

X 100% Review

A OtherSpecify:

A Operating Agency A Monthly A Less than 100% Revie|
A SubState Entity A Quarterly A Represetative
Sample; Confidence
Interval =
A Other X Annually
Specify:
A Continuously and J A Stratified:
Ongoing Describe Group
A Other
Specify: ‘
|

Data Aggregation and Analysis

State:

Effective Date
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Responsible Party for
data aggregation and
analysis

(check each that
applies

Frequency of data
aggregation and
analysis:

(check each that
applies

X State Medicaid Agency

A Weekly

A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other X Annually
Specify:
A Continuously and
Ongdng
A Other
Specify:

il If applicable, in the textbox below provide any necessary additional information on the

strategies employed by the State to discover/identify problems/issues within the waiver

program, including frequency and partiespansible.

b. Methods for Remediation/Fixing Individual Problems

i Descri be

t he

St at eds

met hod

for

Include information regarding responsible parties &BENERALmMethods for problem

correction. In addition, provide information on the methods used by the State to document

these items.

addr essi

The Massachusetts Rehabilitation Commission (MRC) and MassHealth are responsible for ensuring effe
oversight of the waiver program. As problems are dis@d/grith management of the waiver program or waiy
service providers, MassHealth/MRC will ensure that a corrective action plan is created, approved and
implemented within appropriate timelines. Timelines for remediation will be dependent on the nateeeity
of the issue to be addressed. Further, MassHealth and MRC are responsible for identifying and analyzing
related to the operation of the waiver and determining strategies to addressrglaikty issues.

ii. Remediation Data Aggregation

Remediationrelated
Data Aggregation
and Analysis
(including trend
identification)

Responsible Party(check
each that applies)

Frequency of data
aggregation and
analysis

(check each that

applies)

State:

Effective Date
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X State Medicaid Agency | A Weekly

A Operating Agency A Monthly
A Sub-State Entity A Quarterly
A Other X Annually
Specify:
A Continuously and
Ongoing
A Other
Specify:

C. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place,
provide timelines to desigmethods for discovery and remediation related to the assurance
of Service Planshat are currently nofoperational.

X | No
i Yes

Please provide a detailed strategy for assuring Service Plans, the specific timeline for
implementing identified strategs, and the parties responsible for its operation.

State:
Effective Date
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Appendix E: Participant Direction of Services
HCBS Waiver Application Version 3.5

Appendix E: Participant Direction of Services

Applicability (from Application Section 3, Components of the Waiver Request):

e Yegdhis waiver provides partCamplasmtte dtihre
the Appendi x.

X NoThis waiver does not provide [oarnotci @
the remainder of the Appendi x.

CMS urges states to afford all waiver participants the opportunity to direct their services. Participant
direction of services includes tiparticipant exercising decisiemaking authority over workers who provide
services, a participantnanaged budget or both. CMS will confer the Independence Plus designation when
the waiver evidences a strong commitment to participant direction.

Indicate whether Independence Plus designation is requestéselect one):

o YesThe State requests t hat t his wai ve
designation.

. Nol ndependence Plus designation is not

Appendix E.: Overview

a. Description of Participant Direction. In no more than two pages, provide an overview of the
opportunities for participant direction in the waiver, including: (a) the nature of the opportunities
afforded to participants; (b) how participants may take advantage of thpegumities; (c) the entities
that support individuals who direct their services and the supports that they provide; and, (d) other
relevant information about the waiverés approach

b. PartntDipacti on Oppcnteyu ntihteidapsae ¢ i icro tpramipt i es t hat a
i newahi vSeerl.ect one:

i Parti tEmaindoy er .Aust hsopreidipfpieendRi,ixnialf épear t i c i
the participantods r-mapkiersgenéaatvwmmwrekdrrysaswis
wai ver sThevipaegg.i ci pant aawymdmnunica wom m@als
empl oyer .&fppvorrtkerasnd protections aret @y
aut hority

1 Parti éBpdget AUAtsh osrpieterd piem i, x | Ehedm pbar t i
the participant6s reqpkiesgnbat hoe) t )hasoev{
serviSegports and protections are avail a
budget .

1 Bot h Atuitéhbohrei wai ver prpai diedi pfecarpipwat lun
speci fAipepde nidn x Bupports and protections
exercise these authorities.

State:
Effective Date
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c. Availability of Participant Direction by Type of Living Arr angement. Check each that applies:

A Participant direction opportunities ar g
private residence or t home of a f ami

portunitir sotalrei
ces (regardl ess
o the proprieto

h e

A Participant direction op
arrangements where servi
four persons unrelated t

A The participant direction opportunities
l'iving arrangements

ectifggse | iving arrangement s:

d. Electionof Par tDiciegantEh ecti omi ocpaothitcos ptahueb jfeocl | o wi
(sl ect one):

. Wai ver is designed to support only indi
1 The e&Bnivs designed to afford every part
the opportunity to elect to direct waiyv
available for participants who decide n
o The wasi vdeersiigned to offer participants (
direct some or all of their services, S
Al ternate service delivery met hods taor edi
their services or do not meet the crite

Specify the criteria

i sBpdcitfoy:Pa(ra)i ct pant nf ormati on

f g.p,adritrheecitppaome fpgasi bci panes,resan
t is provided to the part-icipan
concern g the election of participant |
hi mgtthbhhns Banflpr (c) how andowhantimesyi bfasi

~ 0
wn
r—r(/)c

rn
(e
h a
i n

f.  Participant Direction by a Representative. Speci fy the Statebds policy ¢
waiver services by a representat{gelect one)

. The Stat er awiedse nfodar pt he direction of wai

e The State provides for the direction of
Specify the representati ehewhko emazyh dihma

A Wai ver sebei desemagd by a | egal repr ¢

A Wai ver services may elpaldirrepaotesck nbat a
adul t p a rStpiecctii g ti.ci es t hat apply red
services bypwmiamtteadi paptesentatives,

t he r eprfasnaerdthaothibwe bespairni:ei pantof t

State:
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g Parti®Oipact ed. SerSypieapeasryt i d hpaaoti on opportunity
avail abh ewdsoarreveiacce t hap ai wnidsiipreescit ferde LCeL@B L (xCh e c k
the opportuni Bwa iolfaokohpepho rsteurnviitciee)s

Participant-Directed Waiver Service iumtﬁlc())r}iltf/r Alﬁ'tjhdogriei;
A A
A A
A A
A A
A A
A A
h. Financi al Ma n a gEexnteenptt Senr vciecretsai n circumstances,

mandatory and integral t o pnariadtngal/i paannott-phekirt ¢ che irodn t
must perform necessomr ybdhalafn cdfalt hSxe dweasi dvceorin @nasr t i«

! | Yes Financial Management Services are furnished through a third party entity. (Complete
item E1-i).
Specify whether governmentahdbr private entities furnish these service€heckeach that
applies:
A | Governmental entities

A | Private entities

! | No. Financial Management Services are not furnished. Standard Medicaid payment
mechanisms are usedDo not complete Item-&-i.

i. Provision of Financial Management Services. Financial management s@res (FMS) may be
furnished as a waiver service or as an administrative activialecSone

1 FMS are covered as the waiver service
specified in AppendixC-1/C-3
The waiver service entitled:

o FMS are provided as an administrative activity.
Provide the following information

i. | Types of Entities Specify the types of entities that furnish FMS and the method of procu
these services:

ii. | Payment for FMS. Specify how FMS entities are compensated for the administra
activities that they grform:

iii. | Scope of FMS Specify the scope of the supports that FMS entities prdetteck each that
applies):

State:
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Supports furnished when the participant is the employer of direct support workers:

A

Assists patrticipant in verifying support worker citizenship status

A

Collects and processes timesheets of support workers

A

Processes payroll, withholding, filing and payment of applicable federal, state and
local employmentrelated taxes and insurance

A

Other
Specify:

Supports furnished vémn the participant exercises budget authority:

A

Mai ntains a separate accoun tdirettedibudget c h

A

Tracks and reports participant funds, disbursements and the balanceof
participant funds

A

Processes and pays invoicésr goods and services approved in the service plan

>:

Provide participant with periodic reports of expenditures and the status of the
participant -directed budget

Other services and supports

Soecify,

Additional functions/activities:

A

Executes and holds Medicaid provider agreements as authorized under a written
agreement with the Medicaid agency

A

Receives and disburses funds for the payment of participardirected services
under an agreement with the Medicaid agency or operating agency

Provides other entities specified by the State with periodic reports of expenditures
and the status of the participantdirected budget

Other
Soecify:

iv. Oversight of FMS Entities. Specify themethods that are employed to: (a) monitor andsas
the performance of FMS entities, including ensuring the integrity of the financial transacf
that they perform; (b) the entity (or ent#)eresponsible for this monitoring; and, (c) how
frequently performance is assessed.

State:

Effective Date
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Information and Assistance nSupport of Partikcnpardtdi Di o B cttioon

management services, participant direction is fe&
to support participants i n managiinsghetdh ebiyr osneer var
entities, provided that there is no duplication

which these supports ar e@r outihdde sehcedli tainodn alwhienrfeo rrn
(check each that applies)

A|Cse Management IAxftorvmatyi on and assistanc
furnished as an el ement of Medicaid case
Specify in detail t he airfeibonmahednt hnduagl
eaplarticipant direction opportunity wunde

Alwaiver Service |lGdwemageé on and assistanc g
provided through thess)pacvéraAgpean&cekcBouek
applies

PartidODipawct ed Waiver

f rmati on and A §
rough thi
A

Il nfo
thro s Waiver

(l'ist of servi-Be&y fr

A|lAdministrativel mMfcarimattiyon and assistance
furni shed as an administrative activity.
Spe¢ialflye types of entitiesbhbhatthd usump pdr t
compengtealeescri be in detail t I eerascuhp ppoa rttsi ct
opportunithgeunmwdreemet hods and frequency
entities that furaandhéddaprsit ysupporetng i t i
performance

k. Independent Advocacy(select one)
L NoArrangememdts theeesre made for independent
1 Yeet ndependent advocacy is available to p
Describe the nature of t his i ndependen
advocacy
Il . Vol untary Tferfhamtit c¢iomabDwmts cDiirbeec thioown .t he St ate acco
who voluntarily terminates participant direction
delivery method, including how ntdh ep aSttaitcei pasng u rhe
wel fare during the transition from participant d
m Il nvoluntary Terminati on o08pePcirftyi ctilpant¢i rDdurmegsttama
i nvol unt artiHues et orf mipraatte ci p anthpearitriecitg aomt atha rreqe
State:

Effective Date
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managed seardvnckasadw mgamti nuity of

assured during

the transition.

services

and

n. Goal s f oanDRaretcitdiamt he
waiver is in effect for the wunduplicated
applicabl eaipaopponpanity.

foll owi ng atlasb Ifeo,r

partici pantisr exchto teheeicrt waoi vder services.

Table E-1-n

Empl oyer Auth

Budget Author
Budget Autho
Combination wi

Aut hority

Wai ver Yeqdg

Number of Par Number of Par

Ye dr

Ye &r

Ye &r

Year only afpess if
applicable based on Item
C)

Year orBy afpears if
applicable based on Item
C)

State:

Effective Date
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Appendix E2: Opportunities for Participabirection

a. Participant T Employer Authority Complete when the waiver offers the employer authority
opportunityas indicated in Item H-b:

i.  Participant Employer Status. Specifythep ar t i empbogenstatusnder the waiver Select
one or both:

A Partici-pmamlitdyCeorThe participant (or the
as t-amplcoyreagi(mga empl owdro) pofovwaiekevas
agency is the common -$aewdewmepdaint édd amd
necessary payroll and ources

ti ons.

(]

an res
c

ci es ( aermplaay

h
parti ci pantng ne-nopd medyuecd f
Specify the types of ag
of pardalce ptasmd st af f :

A Participant/ Common L awh e E mpd rotyieai pant
regpsrent atcemmons| atveempl oyer of worker
| R proved Fiscalf/lubromlsoyteire Apgaernttipcel rpfaonrd
payrol |l and other empl oyer feckesmpadnah éd
Supportbkahbhle Bhwaassi st the parretliachiegda ot

ii. Participant Decision Making Authority. The partici pant (or flee part
decision making authority over workers who provide waiver serviSedect oe or moredecision
making authorities tht participants exercise

A | Recruit staff

A | Refer staff to agency for hiring (ceemployer)

A | Select staff from worker registry

A | Hire staff (common law employer)

A |verify staff qualifications

A |Obtain tiismiomgl and/ or background inve
Specify how the costs of such invest.i

A |Specify additional staff qualificatio
| ong as such gualificatigamas i fair @a tcioom
Appendli/xXX.C

Determine staff duties consistent with the service specifications in AppendixTC-
3.

Determine staff wages and benefits subject to applicable State limits
Schedule staff

Orient and instruct-staff in duties

Supervise staff

Evaluate staff performance

Verify time worked by staff and approve time sheets

Discharge staff (common law employer)

>:

i | | | 2| e | 2|

State: Appendix E2: 1
Effective Date




b.

A | Discharge staff from providing services (ceemployer)

Other
Specify

>:

Participant T Budget Authority Complete when the waiver offers thedgetauthority opportunity as
indicated in Item EL-b:

i. Participant Decision Making Authority . When the participant has budget authority, indicate the
decisiormaking authority that the participamiay exercise over the budgeelect one or more

A Reallocate funds among services included in the budget
A Determine the amount paid for service
A Substitute service providers
A Schedule the provision of servies
A Specify additional service provider (
specified iHIn/f-BAppendi x C
A Speci fy how services are provided,
contained i-b/-Bppendi x C
A Identify service providers and refer for provider enrollment
A Authorize payment for waiver goods and services
A Review and approve provider invoices for services rendered
A | Other
Specify:
ii. Participant-Directed Budget Describe in detaidl ttoh ee sneatbh o dsf
amount of tdhier epcaretdi chiupdagnett f or wai ver goods
has authority, including how the method makes
applied consi st enltnfyo rtnoate aocnh apbaorutti ctihpeasnet .met h o «
availabl e.

iii. lnforming Participant DelbacuBludd g®tt atAemoiumftor ms

the amount ofdi tkeet p@ar budgpantand theipraandtednarye

request an adjustment in the budget amount.

State: Appendix E2: 2

Effective Date




Participant Exercise of Budget Flexibility. Select one:

1

the service plan

Modifications to the participant directed budget must be preceded by a change in

1 The participamnittyhatsotimedifuy htohe

proposed change:

directed budget without prior approval

Speyci how changes -dhr daditeedpabbudgdatpanat e
updating t he service pl an. Wh e n pnr
circumstances, describe the cCircumst

ser vi

Exyendi ture Seefsecgu daréddesg.har s t hat havdhebdemekbksy
preventld premature deahdeitrietcnt egétatdbde e ar tpioctiem

service delivery problems that may
entities) r espbntghiebslee sfaofre giunmapridesme nt

be associ a

State:

Effective Date
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Appendix F: ParticipaRighs

Appendix A: Opportunity to Request a Faakhg

e State provides an oppord42inGRR Raer tr eqqlule,s tS wab praari
) who are not given t hbea scehdo isceer va fc elso nmes aamd ad d nemu
r speci-Fi éhde irre qluteesmh ;1 (b) are denied the servic
eir ochoi(ecd; whose services are deniegprovispenaned,
action as required in 42 CFR A431.210.

roceflore©fCpeproirntguni ty t o Reqglueessctr iab eF ahiorw Hehaer iinngd i v

- o

| egal representative) is informed of the opportuni
E.Specify the notice(s) thappanrteuruisteyd ttoo rodd wasti nd
| aws, regul ations, policies and notices reference

through the operating or Medicaid agency.

Waiver applicants and participants are afforded the opporttmigquest a Fair Hearing, disputing actions under {
TBI Waiver in all instances when: (1) they are not provided the choice of home and combaseityservices as an
alternative to institutional care; (2) they are denied participation in the TBI WéB)ahere is a denial, suspension,
reduction or termination of services, including a substantial failure to implement the services contained in the
Care, within the terms and conditions of the TBI Waiver as approved by CMS.

Individuals are infomed in writing of the procedures for requesting a Fair Hearing as part of the waiver entrang
process. If entrance to the waiver is denied, the person is given formal written notice of the denial and inform
about how to request a Fair Hearing to applee denial of entrance to the waiver. In order to ensure that individd
are fully informed of their right to a Fair Hearing, the written information will be supplemented with a verbal
explanation of the Right to Fair Hearing when necessary. Appedamtsotified that they can seek judicial review
the final decision of the hearing officer in accordance with M.G.L. c. 30A (the Massachusetts Administrative
Procedures Act). It is up to the individual to decide whether to request a Fair Hearing.

Whenever an action is taken that adversely affects a waiver participanepasiment (e.g., services are denied,
reduced or terminated), the participant is notified in writing by letter of the action on a timely basis in advance]
effective date of thaction. The notice includes information about how the participant may appeal the action by
requesting a Fair Hearing and provides, as appro
is under consideration. Copies of noticesra@i nt ai ned i n the personbs rec
whether to request a Fair Hearing.

The notices regarding the right to appeal in each instance provides a brief description of the appeals process
instructions regarding how tpap e a | . In addition, the parti-toiapoaaht §
information, as described above, as well as a cover letter that includes contact information for a Case Manag
staff person who is available to answer questions as$st the individual in filing an appeal. Regulations of the
Executive Office of Administration and Finance at 801 CMR 1.02 et seq. (Executive Office for Administration
Finance regulations establishing standard adjudicatory rules of practice ardupedpcshall govern TBI Waiver
appeal proceedings.

State: Appendix F1:1

Effective Date




Appendix R2: Additional Dispute Resolution Process

a. Availability of Additional IDdspate Rédeohetri dmePr
di spute resoluti oncipramades st hteh aotp poofrfteurnd t yarttoi apy
af ftehceti r services whil e presSerwicig othtreei r ri ght t ¢
X INoThis Appendix does not apply
! |Yee§he State operates an additional di spl

b. Desconphbdf Additional Di sputDee sRe s dleu ttihoen aRdrdoi cte sosn
process, including: (a) the State agency that
(i .e., procedures and timefut@ame a)ddriesclewditrmg otulydn
how the right to a Medicaid Fair Hearing is pre
process: State | aws, regul ations, ahd MBI aopewsn
regttdrough the operating or Medicaid agency.

State: Appendix F2: 1

Effective Date




Appendix F3: State Grievance/Complaint System

a. Operation of GrievaBetkeC€COmphaint System

X [NoThis Appendi x does not apply

1 |YesT.he State operates a gr i efvfamrcced cpmpt
opportunity to register grievances or c(
t his waiver

b. Operational R&®psepcoinfsyi btithe t $t at e agency that
grievanceystoenpl ai nt s

c.Description ofDeSg¢gsibm t he gmj evard afdd otigpel ai pp e

grievances/ complaints that participants may

grievances/ complaintsit amaeé, uCed the rrrsohSatmitsgmy et
| aws, regul ations, and policietso r@GNM®remxnerdo @ gnlu & sh
t he Medi coari dt haeg eonpceyr at i ng agency (i f applicable)

State:
Effective Date
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Appendix G: Participant Safeguards

Appendix &.: Response to daal Events or Incidents

a. Critical Event or Incident Reporting and ManagementPr ocessl ndi cate whet hel
0 p e r Gritical £vent or Incident Reporting and ManagemBnt ocess t hat enabl es
coll ect informati orni nogn isne ntthi en 8neal i eveeern bpareoogcrcaunt .

X |Ye.The St at e Critiqaldevent brdnsideat Reporting and ManagementP r o ¢
(complete Items b through e)

f NoThis Appendi x (dboeotnacto mpd reltye |1t ems
|lfhe Statogpedmds motCritical Event or

b
I n
describe the process that the State us:g¢
individuals served through the program.

b. State Critical Ev e nRe qouri rlemoei®dpeencti fRe ptohret itnygpes o f
incidents (including alleged abuse, neglect and
review awng dotliloanw by an appropriate autlkority,
required to report,asdchhevéenmel andsi hordemporti

and pohiatriecfseda encedt ar EM&8vapbhbboegheshe Medicai o
the operating agency (i f applicabl e).

MRC policy requires that a formal Incident Report must be filed in response to any significant injury,
medical, medication, or behavioral/psychiatric event involving an individual participating in any
service/program providing TBI Waiver services. Through the proyjdalification process, MRC ensures
that all providers are aware of and responsive to this policy.

In addition to sending the completed Incident Report to MRC, provider staff must immediately contac
by phone or by email (with a written Incident Reporfollow within 24 hours) in the event of any of the
following types of incidents:

a. Unresolved elopement from a program

b. Events which result in the necessity to report alleged abuse/@egiekttding any use of restraints or
seclusion, or any unauwhized use of restrictive interventidn®f a waiver participant or others

c. Event involving law enforcement

d. Hospitalization (psychiatric or medical) of a participant

e. Death of a participant

f. Relocation or evacuation of residents

For b) and e) ab@y providers are also mandated to contact either the Disabled Persons Protection
Commission (DPPC) or the Executive Office of Elder Affairs Elder Protective Services program and r
the events leading to an incident.

Upon receipt of an Incident Repodlated to any of the types of incidents identified above, MRC staff, i.

State: Appendix G1:1
Effective Date
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staff designated to receive such reports or Case Managers, must respond as follows:

Notify supervisor or designee by the next business day following receipt of the Incident Repd
Review and respond to the provider within three business days.

Supervisors will review and approve or require revisions of the Incident Report, including the
Manager ds recommendat i-opmstionsafetytplans, within threddiessr
days following notice of a report ready for supervisory review.

= =4 =

A The Case Manager will work with the providse
needed follow up.

Providers must report all other incidents to MRC via cotapléncident report form within five days of the
occurrence of the incident, including weekends and holidays. Upon receipt of Incident Reports for su
types of incidents, MRC Case Managers or other staff designated to receive such reports nmasasespd
follows:

Review and respond to the provider within five business days of receipt of the report.

Notify Supervisor of receipt of Incident Report within three business days after the report is
received.

1 The Case Manager will work with the provideransure that action/safety plans address and re
all needed follow up.

= =

I n addition to MRCO6s incident reporting r
abuse, neglect, or exploitation of waiver participants are referred to thetresjeeestigative body
as appropriate based on the participantds
participants under age 60 or any individuals living in group settings are referred to the Disabl
Persons Protection Commission (DBPI@stances of suspected or documented abuse or negle
a paid or unpaid caretaker of participants age 60 and over who are living independently or wi
family are referred the Executive Office of Elder Affairs (EOEA) Elder Protective Services
program.n addition, local law enforcement authorities are contacted as needed based on thg
of the incident, for example a participan
habilitation program, or episodes of threatened or actual significaréssign to or by a waiver
participant directed at staff or others participating in the program. MRC is responsible for
monitoring trends and patterns in incident reports and, as appropriate, conducting administrg
review processes of providers relatedricidents involving waiver participants.

c. Participant Trai nDegc rainde Elaive att i @inni ng and/ or [

participants (and/ or families or |l egal represert
abuse,t ,neagldetcg opinahl duvd igiagn amt s (and/ or families o
as appropriate) can noti fy appropriate aut hor i
experienced abuse, neglect or exploitation.

All Waiver Service Providerare required, as part of their core responsibility, to inform all participants g
families of their right to be free from abuse and neglect, as well as the appropriate agency to whom t
should report allegations of abuse, neglect or exploitation. ithgils and their families are given this
information both verbally and in writing, in a form and format accessible by the participant.

In addition, as part of their role, MRC Case Managers also inform individuals about how to report allg

State: Appendix G1: 2
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cases of abugar neglect. Hotline phone numbers are given to all waiver participants and are posted it}
residential programs for the participant or family member/guardian to use to report abuse, neglect or
exploitation. Discussion and training on reporting abusenagtect with the participant/guardian is part of
the annual care planning process. The Plan of Care document includes a section for the individual/gy
sign, documenting that they have been informed about and understand how to report abuse@ndmeg
TBI training manual includes information regarding reporting abuse and neglect and instructions for g
how to provide annual education to waiver participants/guardians. This includes:

1 Discussion with participants/guardians regarding abodenaglect in clear, accessible language.
1 Reviewing with waiver participants/guardians what sorts of actions could be considered phys
emotional or financial abuse.

O Examples are provided of both abuse and neglect.

o Participants/guardians are enmed to ask questions, and to discuss concerns.
A Discussion with waiver participants/guardi g
examples of neglectful behaviors and, for example, an explanation of the term omission.
Participants/gualians are provided with phone numbers to report suspected abuse or neglect.

d Responsibility for Review of and Re&ppandeg ttd eCre
entities) that receives reporittsesrd Gctrhe i mat hede
are employed to evaluate sudhameporfbs, rasgoniden
events or incidents, including conducting i

As mentioned in &-b, MRC and provider staff have responsibilityréspond to and determine the
necessity of taking additional action or referring information about incidents to other authorities. MRG
overall responsibility for the review of incidents and for managing the appropriate response of the vai
providers

When an incident report is sent into MRC, the Case Manager reviews the report as does the Case M|
supervisor. Depending on the nature of the incident it may also be reviewed by a neuropsychologist.
report is entered into the Community Lividgtabase by the Case Manager. It is the responsibility of the
Case Manager, and the Case Manager ds supervi g
actions have been taken to protect the participant. In addition, any incident of thénfpltgpe is escalated
to the MRC Operations Director for review and to ensure referral to the appropriate investigative bod
described in &-b:

a. Unresolved elopement from a program

b. Events which result in the necessity to report alleged atmgdeft of a waiver participant or others c.
Event involving law enforcement

d. Hospitalization (psychiatric or medical) of a participant

e. Death of a participant

f. Relocation or evacuation of residents

Case Managers are to inform their supervisor imatety upon receipt of an incident report; supervisors
check the CL database weekly to ensure that all incident reports have been reviewed and all necessj
taken to ensure participant safety. The Operations Director will review the CL databathly to ensure
that supervisory review has occurred. Incident Reports are considered closed only after all necessary
steps are taken and all required reviews and approvals are completed.

For those participants between the ages of 18 and &8eits that must be reported to the Disabled Pers

State: Appendix G1: 3
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Protection Commission (DPPC), i.e. allegation of abuse or neglect, potentially subject to investigatior
reported to DPPC. DPPC receives and reviews all reports and makes the determination thet@whe
reported event meets the criteria to require an investigation. It may then refer the case to the appropt
agency for investigation. DPPC can decide the incident does not warrant investigation, or to conduct
investigation itself, refer the caso the MRC or another EOHHS agency for investigation, or refer the ¢
to law enforcement entities as the circumstances require. If a report suggests that a crime may have
committed, the report is sent to the office of the District Attorney witisdiction by the DPPC as a referrg
Should the DA decide to pursue the matter criminally, the civil investigation is put on hold, protective
services are provided, as deemed necessary, and law enforcement is assigned to investigate. All rep
abuseor neglect are processed by trained, experienced staff at DPPC. When deemed necessary, imrj
protective services are put into place to ensure that the individual is safe while the investigation is co
In addition, collaboration between the pritee service investigator and the case manager regarding thg
protective services or action steps, during and after the investigation, ensures ongoing oversight and
monitoring of remediation. Once referred for investigation, initial findings are sém @PPC within 10

days and the completed investigation report is due to the DPPC 30 days after the date the report wag
with DPPC. By regulation and upon request, the alleged victim, the alleged abuser, and the reporter
receive a copy of the regoFor participants 60 years old or older, all such incidents are reported to the
Executive Office of Elder Affairs, which then enters a process similar to that described above by the I
For those investigations where concerns are identified relatshtiwe delivery, the MRC supervisor will
conduct an administrative review. Administrative review would expand the review of a situation beyor
individual caregiver or incident to ensure that the overall support system is sufficiently meeting thef ne
participants.

e Responsibility

agencies) responsible for overseeing the
affect wpawnwkeswptabbmercsi gh,t amd ctomvwd ufcrteeqdquent

Within EOHHS, MRC is responsible for the oversight of the reporting of and response to all incidents
events that affect waiver participants. Incidents are addressed and reported as they occur by MRC tg
in accordance with EOHHS policies and procedures for such reporting. As noted in Appendix A Sect
staff within EOHHS, from MassHealth and MRC, meet at least monthly and on an ad hoc basis when
necessary. MRC will monitor and exercise ongoing stipien of Case Managers and oversight of waive
service providers, in relation to all incidents and events. Oversight of the incidents occurs on three le
individual, the provider and the system. On an individual level, Case Managers are résgfonaisuring
that appropriate actions have been taken and followed up on. On a provider level, MRC will oversee
reports in order to discern and track patterns and trends by location and provider. MRC will undertakg
review on a quarterly lsé&s. On a systems level, MRC will track patterns and trends in order to make se
as well as policy and procedural improvements and to update provider requirements. Incident report
aggregated and trends information is used to identify systesuies requiring remediation. Remediation
actions are addressed immediately, as appropriate, and incorporated into the annual standard contrg
with providers and performance based objectives. Quality management standards will incorporate gy
improvement measures related to the oversight, monitoring, and remediation of critical incident patte

The MRC Community Living Division has a Mortality Review Team (MRT) which screens all deaths t
determine if further review or investigation is waretht The MRC MRT will aggregate and systemically
review data to identify commonalities among participant deaths, identify changes that may reduce the
mortality in the future and enhance the quality of care/support for the population as a whdkkend,
statewide actions based on mortality information to improve care. All deaths of TBI Waiver participan
be reported to the MRT.

An MRC Death Report is completed by MRC Community Living (CL) program staff and submitted to

State:
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Mortality Review Team Coordinator and to MRC Legal Counsel. MRT meetings will be held quarterly.

For deaths of all TBI waiver participants, the Mortality Review Team will review the entire case recor
including case notes, medical documents, service plans/plans of cassdaaly Incident Reports if
applicable, and any other pertinent information specific to the individual and their life and death. The
Director of Protective Services will contact DPPC to determine if there is an ongoing investigation an
prior histay. If DPPC determines an incident does not warrant investigation, i.e. screens it out, and M
discovers any relevant information during its review that may require further investigation,, MRC will {
that information to DPPC for their considerationl éfithis information will be used to inform the MRC
review process and help to formulate any recommendations for systems improvement if trends are n
Mortality Review Team will consider whether there are any unanswered questions related tththadiea
request additional information if necessary. They will determine whether to close the case or recomn
further action, e.g. Corrective Action Plan (CAP). However, when there is an open DPPC investigatiol
MRC will keep the case in pending statusa#iimg any additional information that may guide its final
conclusions and actions. The mortality review process will be documented including any findings or
recommendations, and a final report will be completed.

Trend Analysis:

The MRT will review the tacking data by cause of death and by provider on a quarterly basis. Analysi
data may identify trends such as deaths due to potentially preventable causes, etc. This review may
systems improvements and actions such as revisions of trainictic@saor additional training for direct cal
staff, the development and dissemination of clinical guidelines, and/or the development of an action
reduce or eliminate the likelihood of such issue reoccurring. MRC submits to MassHealth an annual
Mortality Report to support identification and tracking of trends.

MRC oversees and tracks the reporting of all medication occurrences for each residential program,
aggregates the data and identifies trends on a monthly,ssemal and annual basis. If sfiecand/or
systemic issues are identified, MRC staff intervenes to clarify procedures and require adjustments in
operations. If necessary, MRC develops and monitors adherence to corrective action plans on an ind
provider and program basis. MRC hastituted a provider selfnonitoring process and requires that
providers conduct periodic audits to review their internal operations, methods, and systems of medic:
administration. MRC submits an annual report on medication occurrences to MassHealth.

MRC will track incident reports in order to discern patterns and trends by location and provider. MRC|
undertake such review on a quarterly basis. On a systems level, MRC will track patterns and trends i
to make service, as well as policy gmdcedural improvements and to update provider requirements.

Incident report data is aggregated and trends information is used to identify systemic issues requiring
remediation.

State:
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Appendix &@: Safeguards Concerning Restraints and Restrictive Intargenti

a. Use of Restraintg(select one)For waiver actions submitted before March 2014, responses in
Appendix G2-a will display information for both restraints and seclusion. For most waiver
actions submitted after March 2014, responses regarding sectuajopear in Appendix &-c.)

X | The State does not permit or prohibits the use of restraints

Specify the State agency (or agencies) responsibl@dtecting the unauthorized use
restraints anthow this oversight is conducted and its frequency

No useof restraints is allowed in the TBI waiver, thus, all such use is unauthorized. While extrer
rare, the unauthorized use of a restraint
Reporting requirements. Providers must also report theikeiris to DPPC or Elder Protective
Services, as appropriate depending on the age of the participant involved. Regulations requirin
investigation of all reports of abuse and neglect and mistreatment, which would include the
unauthorized use of restraintaynbe found at 118 CMR 5.00 (Regulations for the state's Disable(
Persons Protection Commission [the Commission] that define the requirements for abuse
investigations conducted by the Commission and the review and oversight standards to be use
Commission), 105 CMR 155 et seq (Department of Public Health regulations addressing patien
resident abuse prevention, reporting, investigation and registry requirements) and 651 CMR 5.(
(Elder Abuse Reporting and Protective Services Program).

In addition, as noted above, MRC's Incident Reporting requirements are utilized to identify syst;
well as isolated issues, which would include unauthorized use of restraint, within the service sy
serving TBI Waiver participants. Review of data répdron incidents provides Case Managers an(
supervisors with information that is used to detect unauthorized use of restraints.

L | The use of restraints is permitted during the course of the delivery of waiver services.
Complete ltems &-a-i and G2-aii:

i. Safeguards ConcerningSpéei fUuset lod Refsdguwdmds . t
established concerning the use of each type o
restraints, mechani cal reasdrpohtes)es Shat eal a
available to CMS wupon request through the Me
applicabl e).

ii. State Oversight Responsibility Specify the State agency (or agencies) responsible for
overseeing the use ofgteaints and ensuring that State safeguards concerning their use are
followed and how such oversight is conducted and its frequency:

b. Use of Restrictive Interventions

1 | The State does not permit or prohibits the use of restrictive interventions
Specly the State agency (or agencies) responsibled&gecting the unauthorized use

State: Appendix G2:1
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restrictive interventions arfibw this oversight is conducted and its frequency

X'| The use of restrictive interventions is permitted during the course of the delivgrof
waiver services. Complete Iltems &-b-i and G2-b-ii.

State: Appendix G2: 2
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i. Safeguards @ncerningthe Use of Restrictive Interventions. Specify the safeguards that the
State has in effect concerning the use of interventions that restrict participant movement,
participant access to other individuals, locations or activities, restrict participant rights or
employ aversive methods (not including restraints or seclusion) to modify behavior. State laws,
regulations, and policies referenced in the specification areablatb CMS upon request
through the Medicaid agency or the operating agency.

MRC has very stringent standards pertaining to the use of restrictive interventions. These interv
would only be considered for use in Residential Habilitation, Sharedd-amd Day Programs. MRC
requires that any interventions designed to modify behavior in these settings must be the least r
and least intrusive. Interventions are subject to stringent reviews and safeguards. Interventions {
intrusive or reswictive are used only as a last resort and are subject to the highest level of oversig
monitoring.

As an example, when a participant is prone
safety, MRC would review the idea of placingaarm on a door to alert staff when that specific
participant, who has been given a wander alert bracelet, leaves the residence.

MRC has important safeguards pertaining to restrictive interventions. In those cases where a re
intervention is inclded in a participant's plan of care, a positive behavioral support plan will be
developed and overseen by a licensed clinician with expertise in behavioral supports and manag
Positive behavioral support plans must include a clear description aélth®ibrs to treat, specificatio
of how the behavior will be measured, a functional analysis of the antecedents and consequenc
duration and type of intervention that may be employed, other less restrictive alternatives that hg
tried, the namef the treating clinician and a procedure for monitoring, evaluating and documenti
use of the intervention. No plan may deny an individual adequate sleep, a nutritionally sound die
adequate bedding, adequate access to bathroom facilities andtadeqthing. All plans must be in
written form, must be consented to by the participant and/or the guardian and must be included
care planning process. For those providers who also have an established human rights committ
additional levebf review should be completed as another safeguard to further address any conc
prior to the implementation of the participant's positive behavioral support plan.

ii. State Oversight Responsibility Specify the State agency (or agencies) responsdsle
monitoring and overseeing the use of restrictive interventions and how this oversight is
conducted and its frequency:

While the use of restrictive practices is limited to only three waiver services, the Massachusetts
Rehabilitation Commission has theamary responsibility for the monitoring and oversight of policy
compliance and restrictive interventions. In addition to the previously mentioned reviews by the {
clinician, the care plan team, and the provider's human rights committee (whécaldeplthe use of
restrictive interventions is also monitored in the following ways:

1. Case managers conduct quarterly visits with participants and during each visit ensure that an
restrictive interventions and/or any behavior plans are being appsdpimplemented by the provide
documented and overseen by the treating clinician.

2. In addition, case managers review the monthly progress reports from providers where data rg
the utilization and effectiveness of any restrictive interventioaéox any behavior plans must be
reported.

3. An individual déds need for, and type of, f
more often if the need arises or if requested by the individual or guardian.

DPPC receives, through proteetiservice reports or provider complaints, reports of unauthorized
of restrictive interventions for participants served through the TBI Waiver. Regulations requiring
investigation of all reports of abuse and neglect and mistreatment, which would itredude
unauthorized use of restrictive interventions, may be found at 118 CMR 5.00 (Regulations for th
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HCBS Waiver Application Version 3.5

Disabled Persons Protection Commission [the Commission] that define the requirements for abd
investigations conducted by the Commission andekiw and oversight standards to be used by tf
Commission).

In addition, as noted above, incident reporting is utilized to identify systemic as well as isolated i
which would include unauthorized use of restrictive interventions, within the sesystem serving

TBI Waiver participants. Review of data reported on incidents provides Case Managers and sup
with information that is used to detect unauthorized use of restrictive interventions.

c. Use ofSeclusion.(Select one): (This sectionill be blank for waivers submitted before Appendix G
2-c was added to WMS in March 2014, and responses for seclusion will display in Appéhdix G
combined with information on restraints.)

X

The State does not permit or prohibits the use adeclusion

Specify the State agency (or agencies) responsibledébecting the unauthorized use
seclusion andhow this oversight is conducted and its frequency

No use of seclusion is allowed in the TBI waiver, thus, all such use is unauthorized. While extrg
rare, the unauthorized use of seclusion mu
Reporting requirements. Providers must also report these incidents to DPPC or Elder Protective
Services, as appropriate depending on the age of the partitipaived. Regulations requiring
investigation of all reports of abuse and neglect and mistreatment, which would include the
unauthorized use of seclusion may be found at 118 CMR 5.00 (Regulations for the state's Disa
Persons Protection Commission [bemmission] that define the requirements for abuse
investigations conducted by the Commission and the review and oversight standards to be use
Commission), 105 CMR 155 et seq (Department of Public Health regulations addressing patien
residentabuse prevention, reporting, investigation and registry requirements) and 651 CMR 5.0
(Elder Abuse Reporting and Protective Services Program).

I n addition, as noted above, MRC6s | nciden
aswell as isolated issues, which would include unauthorized use of seclusion, within the servicq
system serving TBI Waiver clients. Review of data reported on incidents provides Case Manag
supervisors with information that is used to detect unawbonise of seclusion.

The use ofseclusionis permitted during the course of the delivery of waiver services.
Complete Iltems &-c-i and G2-c-ii.

Safeguards @ncerning the Use of Seclusion. Specify the safeguards that the State has
establishecconerning the use ofach type of seclusionState laws, regulations, and policies
that arereferenced in the specification are available to CMS upon request through the Medicaid
agency or the operating ager(dyapplicable)

State Oversight Responbility . Specify the State agency (or agencies) responsible for
overseeing the use of seclusion and ensuring that State safeguards concerning their use are
followed and how suchversight is conducted and its frequency:
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Appendix &: Medication Magament and Administration

This Appendi x must be completed when waiver servi

|l icensed or unlicensed | iving -ahelangk mead 30 wshielriel
heal th and dweeltfsar el hoef rAgpemset ibdei xceodnepels when wai ver par
served exclusively in their own personal residence

a. Applicability. Select one:

L No. This Appendix is not applicable(do not complete theemaining items)

X | Yes This Appendix applies(complete the remaining items)

b. Medication Management and FollowUp

i. Responsibility. Specify the entity (or entities) that have ongoing responsibility for monitoring
participant medication regimenthe methodgor conducing monitoring, and the frequenayf
monitoring.

Residential Habilitation and Shared Living providers have responsibility for monitoring medicat
regimens for waiver participants. MRC has ongoing oversight responsibility to ¢hatipgoviders
follow required processes in management of participant medication regimens and monitoring 0

MRC requires staff of residential habilitation providers to be trained in a medication administrat
curriculum, most commonly the approvedication Administration Program (MAP) curriculum,
and to pass this training in order to administer medications. The management of Provider
organizations must demonstrate that medication administration staff have gone through the cu
and must maiain records of their competence with the material upon which they are trained.

MRC provides orgoing oversight and quality management for each residential program on a re
and routine basis by examining the medication records and documentatiosiofgrhgrders,
documentation of the dispensing of medications, and the assessments of the relative independ
each resident in seladministration. Oversight includes monitoring of the physical management
medications, including locking and storagfeall medications.

MRC oversees and tracks the reporting of all medication occurrences for each residential prog
aggregates the data and identifies trends on a monthlyasemal and annual basis. A medication
occurrence is defined as anytime admation is given to the wrong person, anytime the wrong
medication is given, anytime a medication is given at the wrong time, anytime a wrong dose is
anytime a medication is administered through the wrong route, or anytime the medication is onf
Any medication occurrence is a reportable incident. If specific and/or systemic issues are ident
MRC staff intervenes to clarify procedures and require adjustments in operations. If necessary,
develops and monitors adherence to corrective rmglins on an individual provider and program
basis. MRC has instituted a provider smibnitoring process and requires that providers conduct
periodic audits to review their internal operations, methods, and systems of medication adminis
MRC reconmends utilizing professional/nursing staff from another unit or division of the providd
organization to conduct the audit whenever possible.

MRC requires Shared Living Residential Support Agencies to have a system in place for the o
of medicatioradministration in each shared living home. Residential Support Agencies must ha
written policies and procedures in place to ensure medication administration monitoring and o\
The residential support agency must demonstrate that it has anveffeeithanism to monitor and

oversee medication administration for shared living provider homes. MAP training of the caregi
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strongly encouraged and caregivers must be able to demonstrate that they have a system in th
to assure that there arercent health care provider orders, side effect information for each medic
labeled pharmacy containers, safe storage of medications, and a process to track and docume
administration of medications, as well as any medication occurrences.

Shared Ling Residential Support Agencies conduct monthly site visits of shared living homes
monitor compliance with requirements and to review medication administration practices.
Additionally, MRC will monitor the system that the Residential Support Ageneies in place as
well as the individualized medication administration practices within each caregiver home. The
individualized practices are also documented as part of the service planning process and refleg
individualized assessment of participaeeds.

MRC conducts seconlithe monitoring through quarterly site visits by MRC staff to review
medication management systems and other aspects of residential provider performance. As pa
these visits, the MRC staff reviews provider records to cortfiahparticipants are seeing prescribg
including a PCP, on at | east an annual bas
MAP protocols and requirements. I n additio
medication managemesystems annually in the absence of noted issues or problems, and more
frequently if medication error reports support increased monitoring. The MRC nurse reviews in
where applicable, discussion with provider agency nursing personnel regarding coragleation
regimens and medication regimens that include behavior modifying medication. Both the site v
and MRC nurse reviews include review of documentation of the need for ongoing use of behayf
modifying medication. MRC also reviews documentatoran annual basis that court orders for
administration of behavior modifying medication(s) are current.

When receiving Respite services waiver participant medication management is overseen by th
that certifies or licenses the respite care sgtfitedication management responsibilities fall under
Department of Public Health for Hospitals and Skilled Nursing Facilities. Adult Foster Care pro
are overseen by MassHealth. Assisted Living Residences are certified by the Executive Oftlee
Affairs and DDS Respite Facilities are licensed by the Department of Developmental Services.
Oversight is provided in accordance with 105 CMR 130.00 (Department of Public Health Hospi
Licensure Regulations that describes the standards for theemsmee and operations of hospitals if
Massachusetts), 105 CMR 150.00 (Department of Public Health regulations covering licensing
long-term care facilities), 130 CMR 408.000 (MassHealth Adult Foster Care regulations that de
provider eligibility requiements and program rules), 130 CMR 404.000 (MassHealth Adult Day
Health regulations that define provider eligibility requirements and program rules), 651 CMR 13
(Department of Elder Affairs regulations describing the certification procedures andrdsafudta
Assisted Living Residences in Massachusetts), 115 CMR 7.00 and 8.00 (Department of

Developmental Services regulations that describe the requirements for all DDS supports and s
provided by public and private providers the licensure, cettiifinaand enforcement requirements f
all DDS residential supports, work/day supports, placement services, or residenbiabsitierespite
supports provided by public and private providers), MGL c. 94C (the Massachusetts Controlled
Substances Act) and MG&. 112 s. 74 and 74A (which address the regulation of certain professi

Methods of State Oversight and Followdp. Describe: (a) the method(s) that the State uses to
ensure that participant medications are managed appropriately, includinige (demtification of
potentially harmful practices (e.g., the concurrent use of contraindicated medications); (b) the
method(s) for following up on potentially harmful practices; and (c) the State agency (or agencies)
that is responsible for followp andoversight.

MRC is the state agency responsible for the oversight, monitoring, identification of issues/conc
and follow up to ensure correction of such issues related to medication management and
administration in residential habilitation and shargthg§ services. MRC staff maintains regular
contact with provider residential habilitation and shared living programs to review medication
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procedures, operations, records, documentation of administration if relevant, and of client asse
and the storge and security of the medications. The MRC Incident Reporting process and
requirements capture all information related to medication errors and occurrences; and MRC r(
reviews all incidents, tracks the reporting of all medication occurrencesdoresidential
habilitation and shared living program, aggregates data captured on medication incidents, and
identifies any adverse trends on a providgiprovider basis. Specific issues are identified and
corrective action enforcement is undertaken,exessary.

State oversight and followp of medication management is conducted as part of the licensing or
certification process for the applicable respite care setting. Oversight is provided in accordanc
105 CMR 130.00 (Department of Public Healtbdpital Licensure Regulations that describes the
standards for the maintenance and operations of hospitals in Massachusetts), 105 CMR 150.0
(Department of Public Health regulations covering licensing of-teng care facilities), 130 CMR
408.000 (MassHdth Adult Foster Care regulations that define provider eligibility requirements a
program rules), 130 CMR 404.000 (MassHealth Adult Day Health regulations that define provig
eligibility requirements and program rules), 651 CMR 12.00 (Department af Eftlars regulations
describing the certification procedures and standards for Assisted Living Residences in
Massachusetts), 115 CMR 7.00 and 8.00 (Department of Developmental Services regulations
describe the requirements for all DDS supports andcgs provided by public and private provider
the licensure, certification and enforcement requirements for all DDS residential supports, work
supports, placement services, or residentiallstged respite supports provided by public and priv4
providers), MGL c. 94C (the Massachusetts Controlled Substances Act) and MGL c. 112 s. 74
74A (which address the regulation of certain professions).

c. Medication Administration by Waiver Providers
i.  Provider Administration of Medications. Select one

1| Not applicable do not complete the remaining items

X | Waiver providers are responsible for the administration of medications to waive
participants who cannot selfadminister and/or have responsibility to overseq
participant self-administration of medications. (complete the remaining items)

i. State Bommayi ze the State policies that apply
wai ver providers or waiver proyxiddnemirsdepomseidh ic
inclufdi magpl(icabl e) policies concemeridngalmewaca:
provider personnel . State | aws, regul ati ons,
availtabl@MS wupotnhroeghe stthe Medi cai d agendgqy f or
applicabl e).

Medication administration is allowed only in Residential Habilitation and Shared Living progran
in Respite settings, as defined in Appendi®-€. Staff of residential habilitation and shared living
providers are required to beitvad in a medication administration curriculum and to pass this traif
in order to administer medications within the provider program. Provider management must
demonstrate that staff have gone through the curriculum and must maintain records of their
conpetence with the material upon which they are trained. Provider staff:

- assess waiver participants for ability to sedfminister medications;

-maintain records of assessments, status o
status:- maintain documentation of physician medication orders;

- dispense medications as appropriate;

- observe selbdministration of medications as appropriate;
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- maintain documentation of all administration of medications, and results of administration;
- apprriately and safely store and secure medications;
- submit incident reports on a timely basis as necessary.

MRC procedure ensures that MRC staff monitor each residential program on a monthly basis,
the management of medications, including lockang storage of all medications, and review repof
of medication incidents as noted above.

State oversight and followp of medication administration in respite settings is conducted in
accordance with 105 CMR 130.00 (Department of Public Health Hogitrisure Regulations that
describes the standards for the maintenance and operations of hospitals in Massachusetts), 1(
150.00 (Department of Public Health regulations covering licensing oft&rng care facilities), 130
CMR 408.000 (MassHealth AdufFoster Care regulations that define provider eligibility requireme
and program rules), 130 CMR 404.000 (MassHealth Adult Day Health regulations that define p
eligibility requirements and program rules), 651 CMR 12.00 (Department of EldersAfégjulations
describing the certification procedures and standards for Assisted Living Residences in
Massachusetts), 115 CMR 7.00 and 8.00 (Department of Developmental Services regulations
describe the requirements for all DDS supports and serviog&lpd by public and private providerd
the licensure, certification and enforcement requirements for all DDS residential supports, work
supports, placement services, or residentiallsitged respite supports provided by public and priv4
providers),MGL c. 94C (the Massachusetts Controlled Substances Act) and MGL c. 112 s. 74 &
74A (which address the regulation of certain professions).
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iii. Medication Error Reporting. Select one of the following:

X

Providers that are responsible for medicationradministration are required to both
record and report medication errors to a State agency (or agenciesfZomplete the
following three items:

(a) Specify State agency (or agencies) to which errors are reported:

Residential Habilitation and Shared Ligi providers are required to file reports of any
medication occurrence as an MRC Incident Report to the Massachusetts Rehabilitation
Commission. Additionally, medication errors are reported to DPPC when the error results
illness, injury or death. Meditian errors in DPH licensed facilities are reported to the
Massachusetts Department of Public Health. Medication errors in Assisted Living Resider
are reported to the Executive Office of Elder Affairs. Pharmacy errors are reported to the
of Registation in Pharmacy.

(b) Specify the types of medication errors that providers are requireddacd:

Providers are required to record a medication occurrence in all of the following circumstan
anytime a medication is given to the wrong persowtieme the wrong medication is given,
anytime a medication is given at the wrong time, anytime a wrong dose is given, anytime
medication is administered through the wrong route, or anytime the medication is omitted

(c) Specify the types of medicati@nrors that providemnustreportto the State:

Residential Habilitation and Shared Living providers are required to report to MRC medica
errors in all instances as listed in (b) above.

If a Medication Occurrence results in illness or injury thguiees medical intervention or in
death, the Medication Occurrence Report must be submitted to DPPC along with the DPH
Report form or the DPPC Death form within 24 hours of the incident. Both a written and a
report are required.

Medication Occurrere

Reports must be submitted to DPPC within 24 hours of the incident for any reportable
medication occurrence in a DPH licensed facility.

Providers responsible for medication administration are required to record
medication errors but make information about medication errors available only
when requested by the State.

Specify the types of medication errors that providers are required to record:

iv. State OversightRespons$pe dhieGtyat e agency (or agencies)
the performance of waiver providers in the admi
how monitoring is performed and its frequency.

The Massachusetts Rehabilitation Commission (MRC) has primary responsibility for oversight
managementral administration of medications within residential settings for participants in the 1
Waiver. Providers are required to report all medication occurrences within 24 hours through thd
Incident Reporting process, including any occurrence of erropdtson involved, type of error, the
medications involved, the persons contacted, any medical interventions that were involved, wh

followed from the intervention and supervisory follow up action taken. At the provider level, all
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medication incidents areviewed by the MRC Residential Services Supervisor. Felipwccurs
directly with providers, either through a phone conversation or ait@wisit.

On an individual level, medication occurrences are reviewed by the MRC Case Managers and
of anintegrated review of all incidents that pertain to the individual. Finally, on a systems level,
information regarding medication occurrences is aggregated and reviewed by the Case Manag
Supervisor for the site. Data is aggregated on an annual &aalgzed for trends and reported to
MassHealth.
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Quality Improvement: Health and Welfare

As a distinct component of the Stateds qual

the following fields to dendeinddiatbprhe St at ed s
a. Methods for Discovery: Health and Welfare

The State demonstrates it has designed and implemented an effective system for assuring

waiver participant health and welfargFor waiver actions submitted before June 1, 2014

thisassurance ead fAThe State, on an ongoing basi s,

prevent the occurrence of abuse, neglect an

i Sub-assurance:

a. Subassurance:The state demonstrates on an ongoing basis that it identifies, addresses
and se&s to prevent instancesf abuse, neglect, exploitation and unexplained death.
(Performance measures in this safsurance include all Appendix G performance
measures for waiver actions submitted before June 1, 2014.)

i. Performance Measures

For each peformance measure the State will use to assess compliance with the statutory
assurance complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable
the Sate to analyze and assess progress toward the performance measure. In this section
provide information on the method by which each source of data is analyzed
statistically/deductively or inductively, how themes are identified or conclusions drawn, and
how recommendations are formulated, where appropriate.

Performance HWal. Every waiver participant has been assessed to identify concen
Measure: regarding abuse and neglect. Numerator: Number of waiver participai
with a documented assessment of abugenaglect issues. Denominator
Total number of waiver participants.

Data Source(Select one) (Several options are listed in thdima application):
Record reviews, osite

|l f 60Otherd is selected, specify:
Responsible Party for | Frequency of data Sampling Approach
data collection/generation | (check each that
collection/geneation (check each that applies)
(check each that applies)
applies)
X State Medicaid Agenc| A Weekly X 100% Review
A Operating Agency A Monthly A Less than 100% Revie
A SubState Entity A Quarterly A Representative

Sample; Confidence
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| Interval =

A Other
Specify:

X Annually

N

A Continuously and
Ongoing

A Stratified:
Describe Group

A Other
Specify:

| A OtherSpecify:

Data Aggregation and Analysis

Resporsible Party for data aggregation and analysi

(check each that applies

Frequency of data aggregation and analysis
(check each that applies

X State Medicaid Agency A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other X Annually
Specify:
A Continuously and Ongoing
A Other
Specify:
Performance HWa2. Case Management staff receive training on their responsibilitig
Measure: mandated reporters of abuse, neglect, exploitation, and unexplained (

Numerator: NumberfoCM staff with documentation of training on abus
neglect, exploitation, unexplained death, and mandated reporter
requirements. Denominator: Total number of CM staff.

Training verification records

Data Source(Select one) (Several options are listed in theima application):

| f 60therdo is sel

ect ed,

speci fy:

Responsible Party for
data
collection/generation
(check each that
applies)

Frequency of data
collection/generation
(check each that

applies)

Sampling Approach
(check each that

applies)

X Sate Medicaid Agency A Weekly X 100% Review
A Operating Agency A Monthly A Less than 100% Revie
A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other X Annually
Specify:
A Continuously and A Stratified
Ongoing Describe Group
A Other
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Specify:

A OtherSpecify:

Data Aggregation and Analysis

Responsible Party for data aggregation and analys
(check each that applies

Frequency of data aggregation and analysis

(check each that applies

X StateMedicaid Agency

A Weekly

A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other X Annually
Specify:
A Continuously and Ongoing
A Other
Specify:
Performance HWa3. Provider performance monitoring exists to ensure proviae
Measure: trained in mandated reporting of abuse, neglect, exploitation, and

| unexplained death. Numerator: Number of service provigemneis with
documentation of training for staff on abuse, neglect, exploitation,

unexplained death, and mandated reporeguirements. Denominator:
\ Number of provideragenciesviewed

Provider performance monitoring

Data Source(Select one) (Several options are listed in theima application):

| f 60t herdo is sel

ect ed,

speci fy:

Responsible Party for
data
collectionfgeneration
(check each that

applies)

Frequency of data
collection/generation
(check each that

applies)

Sampling Approach
(check each that

applies)

X State Medicaid Agenc] A Weekly

X 100% Review

Ongoing

A Operating Agency A Monthly A Less than 100% Revie
A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other X Annually
Specify:
A Continuously and A Stratified:

Describe Group

A Other
Specify:

A OtherSpecify:
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Data Aggregation and Analysis

Responsible Party for data aggregation and analysi Frequency of data aggregation and analysis
(check each that applies (check each that applies
X State Medicaid Agency A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other X Annually
Spediy:
A Continuously and Ongoing
A Other
Specify:
Performance HWa4. % of waiver service providers that conduct Criminal Offender
Measure: Record Information (CORI) checks of prospective employees and tak

appropriate action when necesy. Numerator: Number of waiver servig
providers that conduct CORIs of prospective employees and take req
action. Denominator: Number of providers reviewed.

Providerperformance monitoring

Data Source(Select one) (Several options are listed in theima application):

I f 60Otherdé is selected, specify:
Responsible Party for | Frequency of data Sampling Approach
data collection/generation | (check each that
collection/generation | (check each that applies)
(check each that applies)
applies)
X Stae Medicaid Agency A Weekly X 100% Review

A Operating Agency A

Monthly A Less than 100% Revie

A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =
A Other X Annually
Specify:
A Continuously and A Stratified:

Ongoing

Describe Group

A

A OtherSpecify:

Other
Specify:
|
|

Data Aggregation and Analysis

Responsible Party for data aggregation and analys
(check each that applies

Frequency of data aggregation and analysis
(check each that applies

X State Meitaid Agency A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly

State:
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A Other X Annually
Specify:
A Continuously and Ongoing
A Other
Specify:
Performance HWab5. % of participants who received information about how tontep
Measure: abuse, neglect and exploitation. Numerator: Number of participants w

received information about how to report abuse, neglect and exploitat
Denominator: Number of participants.

Record reviews, oBite

Data Source(Select one) (Several options are listed in thdima application):

| f 60t herd is select

ed, specify:

Responsible Party for
data

Sampling Approach
(check each that

Frequency of data
collection/generation

collection/generation | (check each that appies)

(check each that applies)

applies)

X State Medicaid Agenc| A Weekly X 100% Review

A Operating Agency A Monthly A Less than 100% Revie|

A SubState Entity A Quarterly A Representative
Sample; Confidence
Interval =

A Other X Annually

Specify:

A Continuously and A Stratified:

Ongoing Describe Group

A Other
Specify:

A OtherSpecify:

Data Aggregation and Analysis

Responsible Party for data aggregation and analys

Frequency of data aggregation and analysis

Effective Date

(check each that applies (check each that appke
X State Medicaid Agency A Weekly
A Operating Agency A Monthly
A SubState Entity A Quarterly
A Other X Annually
Specify:
A Continuously and Ongoing
A Other
Specify:
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